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Prompt diarrhea control for active workers 








SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


In diarrhea, the patient’s critical worry is frequency and 
urgency —and how long until medication provides control. 
Palatable CREMOMYCIN brings auick relief of bacillary 
and nonspecific diarrheas, without constipating rebound. 
The antibacterial action of neomycin and Sulfasuxidine is 
concentrated in the gut. Kaolin and pectin soothe the 
inflamed mucosa, adsorb toxins, help normalize intestinal 
motility. Even your nauseated patients will find 
CREMOMYCIN acceptable. 
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MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. INc. PHILADELPHIA 1. PA 
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EK. prompt relief [of 
nausea during pregnancy] 
the use of Dramamine 
is recommended (50 mg. 
twice daily tapering off 
rapidly to use only as 
required ).” 


Consultation Service: 
Treatment of Nausea During 
Pregnancy, Postgrad. Med. 
7:383 (May) 1950. 
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oh pregnancy 


Dramamine: 


Brand of Dimenhydrinate 
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announcing a new concept 





the new injectable which inhibits the allergic response—promptly 


| reprints and literature available. 


MULFORD COLLOID LABORATORIES, Philadelphia 4, Penna. 
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for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 
for the tense patient 
who needs to relax 

and remain clear-headed 
—or for the insomniac 
who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit- 
forming. Tablets, 

50 and 200 mg; elixir, 


5O mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethy1-—5-methyl- 
2,4-piperidinedione) 
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Alevaire° Aerosol Therapy in the HOME 
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A a: V A ‘ i E has been dramatically effective in: 
Alevaire is supplied in bottles of 60 cc. * neonatal asphyxia (due to inhalaton of 
for intermittent therapy and in bottles of amniotic fluid, mucus obstruction, atelectasis) 


500 cc. for continuous inhalation therapy. * croup « laryngitis « tracheobronchitis 
* pertussis * pneumonia « bronchial asthma 


( e emphysema « bronchiectasis « lung abscess 
; | ae * pneumoconiosis » smoke, kerosene poisoning 
- [ | Wu UU 1) LABORATORIES ¢ poliomyelitis (respiratory complications) 
VV wew york 18, N.Y. © WINDSOR, ONT * routine oxygen therapy « tracheotomy 
* prevention of postoperative 
Alevaire, trademark reg. U.S. Pat. Off. pulmonary complications. 
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not repeat action— 
not delayed action—but 
continuous antiallergic action 


THE UNIQUE OUTER SHELL 

of the Lontab actually contains 
33 mg. Pyribenzamine. There is 
no enteric coating to prevent 
immediate release. Thus, the 
Pyribenzamine Lontab acts faster. 
THE UNIQUE INNER CORE 

of the Lontab contains 67 mg. 
Pyribenzamine. This core is 
specially formulated to release 
the medication at a uniformly 
regular rate, hour after hour. 
Thus, the antiallergic effect is 
sustained for as long as 12 hours. 


Pyribenzamine 


Lontab 


protects your allergic patient 
all day or all night 

SIMPLY BY TAKING ONE LONTAB 

in the morning and one in the 
evening your patient is protected from 
allergic symptoms 24 hours a day. 
Prescribe fast-acting Pyribenzamine 
regular tablets for patients 

whose symptoms occur periodically 
rather than continuously. 

Supply: Pyribenzamine Lontabs, 100 mg. (light blue). 


PYRIBENZAMINE® hydrochloride (tripelennamine hydrochloride CIBA) 
LONTABS':™- (long-acting tablets CIBA) 


a 
( 4 ] B A SUMMIT, N. J 2/2442MK 
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In forma tion 
for AUTHORS 





& Postcrapuate Mepicine, the official journal of 
the Interstate Postgraduate Medical Association, is 
published to present authoritative, original articles 
of high scientific value and of special clinical in- 
terest, with the emphasis on diagnosis and treatment. 


The Editors of PostcrapuATE MepIcINE will be 
pleased to consider original papers in the fields 
of general medicine, as well as all the special- 
ties, so presented as to be of practical value to 
practicing physicians. 


Manuscripts become the property of PosTGRADUATE 
MepiciNnE when they are accepted for publication. 
They must not have been published elsewhere in 
whole or in part. Permission for reproduction in 
reputable publications will be granted on request, if 
credit is given PostGRADUATE MEDICINE. 


Papers should be typewritten, double or triple 
spaced, and the original, not a carbon copy, should 
be forwarded. Tissue weight paper, should not be 
used. Authors’ full names, academic or professional 
titles, and complete addresses should be given. 


Bibliographies, if prepared, should be kept to a 
minimum—preferably not more than 12 references 
and typed on separate sheets. Bibliographies should 
follow the style of the Index Medicus, giving the 
author’s full name, complete title of article, the 
abbreviated name of the journal, volume number, 
first. page, and the year. References to books, mono- 
graphs and pamphlets should include the author, 
title, name and city of the publisher, year of publica- 
tion, edition and page number of the reference. Ref- 
erences should be numbered consecutively through- 
out the paper and listed in order by number from 
the text. 


PosTGRADUATE MEDICINE stresses the use of illus- 
trative material in the form of photographs, 
x-rays, charts, graphs, line drawings, etc., all 
costs for black and white reproduction being 
assumed by THE JOURNAL. All illustrations will 
be returned. Illustrations should be numbered 
and the top indicated. They must be accompanied 
by legends numbered to correspond and the posi- 
tion in the text indicated. 


Galley proofs will be furnished the authors. Reprints 
of articles are available and a price list and order 
card are submitted with the galley proofs. 


All correspondence pertaining to editorial matters 
should be addressed to the Editorial Department, 
PostcraDUATE Mepicine, Essex Building, Minneapo- 
lis 3, Minnesota. 
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Here is Effective Antihypertensive therapy 
WITH GREATER SAFETY 


full effects with smaller doses 


Alseroxylon and alkavervir combined are 
much more effective than either drug 
used alone.' The resulting additive if not 
synergistic action’ provides full antihy- 
pertensive effects with relatively smaller 
doses’ of each component drug and with 
fewer side actions. 


Each scored tablet of Rauvera contains 
1 mg. alseroxylon and 3 mg. alkavervir. 


safe initial and routine therapy 


Safety is a distinguishing feature of 
Rauvera, a potent antihypertensive agent 
with safeguards inherent in the purified 
mixed alkaloid fractions, alseroxylon and 
alkavervir. The risks of depression,* pos- 
tural hypotension or a reduction of blood 
pressure to undesirable levels are virtually 
absent with Rauvera. Patients can be 
started routinely on Rauvera.Therapy can 
be continued over long periods of time. 


1. LaBarbera, J.F.: Med.Rec. & Ann. 50:242, 1956. 2. Ledbetter, P.V., 
and Morrow, E.J.: J. Am. Geriatrics Soc. $:172 (March) 1955. 3. 
Wilkins, R.W.: Am. J. Med. 17:703 (Nov.) 1954. 4. Moyer, J.H.; 
Dennis, E., and Ford, R.: A.M.A. Arch. Int. Med. 96:530, 1955. 


RAUVERA 


SMITH-DORSEY « a division of The Wander Company * Lincoln, Nebraska 
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N TETRACYCLINE 


ig 


provides added certainty in antibiotic therapy particularly fa 
that 90° of the patient population treated in home or office... 


Multi-spectrum synergistically strengthened 
SIGMAMYCIN provides the antimicrobial spectrum of 
tetracycline extended and potentiated with oleandomy- 
cin to include even those strains of staphylococci and 
certain other pathogens resistant to other antibiotics. 


Supplied: SIGMAMYCIN CAPSULES— 250 mg. (oleandomycin 83 mg., 
tetracycline 167 mg.), bottles of 16 and 100; 100 mg. (oleandomy- 





highly Made clinically provet 


mamycin 





cin 33 mg., tetracycline 67 mg.), bottles of 25 and 100. SIGMAMY( 


FOR ORAL SUSPENSION —1.5 Gm., 125 mg. per 5 ce. teaspoon! 
(oleandomycin 42 mg., tetracycline 83 mg.), mint flavored, bott' 


of 2 oz *Traden 
Prizer Lasoratories, Brooklyn 6, N. Y. 


pT ° 
-_ 
Pfizer) reve: : 
° Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic development and production 
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VITAMINS LEDERLE 
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Separate packaging of dry vitamins 
and diluent (mixed immediately be- 
fore injection) assures the patient a 
more effective dose. May also be 
added to standard IV solutions. 


( 
Dosage: 2 cc. daily. f 
Each 2 cc. dose contains: 
Thiamine HCI (B,) 10 mg. 
t Riboflavin (B,) 10 mg. 
a Niacinamide 50 mg. 
{ j Pyridoxine HCI (B,) 5 mg. 
} Sodium Pantothenate 10 mg. 
iB Ascorbic Acid(C) 300 mg. 
fA Vitamin B,, 15 mcgm. 
i ] Folic Acid 3 meg. 
iy 
‘| 


j LEDERLE LABORATORIES DIVISION 
> AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 3 


*REG. U.S. PAT. OFF, 





























when effective dosage in hypertension 
is difficult to establish and maintain 


Many hypertensive patients ‘escape’ 
the therapeutic effects of medication 
regardless of the hypotensive agent 
used. This problem is further compli- 
cated when the drug’s potency varies 
with different manufacturing lots. 
With Veralba-R, however, contin- 
ued response to effective dosage can 
be expected in most cases. Chemical 
assay of Veralba-R insures constant 


VERALBA: |” 
|!PITMAN-MOORE company 


i DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 








potency from lot to lot. Once Veralba-R 
dosage is established for the individ- 
ual patient, there is seldom any need 
for dosage adjustment. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4. mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 

Literature and clinical supply pack- 
age available to physicians on request. 


M. 





POSTGRADUATE MEDICINE 








Posteraduate 
Medicine 


OFFICIAL JOURNAL OF THE INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION 


EDITORIAL 


ADVISORY 


BOARDS 


Editor-in-Chief 

CHARLES W. MAYO, M.D., Rochester, Minn. 
Contributing Editor 

MORRIS FISHBEIN, M.D., Chicago, Ill. 
Executive Editor 

SYLVIA COVET, Minneapolis, Minn. 





MEDICAL 


Ray F. Farquharson, M.p. 


TORONTO, ONT. 


William S. McCann, m.p. 


ROCHESTER, N.Y. 
J. Roscoe Miller, M.p. 
CHICAGO, ILL. 

Tom D. Spies, M.p. 
BIRMINGHAM, ALA. 
William D. Stroud, M.p. 
PHILADELPHIA, PA. 

Cyrus C. Sturgis, M.p. 
“ANN ARBOR, MICH. 

Dwight L. Wilbur, m.p. 
SAN FRANCISCO. CALIF. 


Brian Blades, M.p. 
J. Barrett Brown, M.p. 
R. Lee Clark, Jr., M.p. 


Winchell McK. Craig, M.v. 
Franklin G. Ebaugh, M.p. 


Edmund B. Flink, m.p. 


Walter Freeman, M.p. 


Chevalier L. Jackson, M.p. 
Robert A. Kimbrough, Jr., M.p. 


John H. Lamb, M.p. 
Julius Lempert, M.p. 


Charles F. McCuskey, M.p. 


Irvine McQuarrie, M.b. 


Edward B. D. Neuhauser, M.p. 
Hamilton B. G. Robinson, p.p.s. 


Harry L. Rogers, M.b. 
Stuart T. Ross, M.p. 

Howard A. Rusk, M.p. 
Robert D. Schrock, M.p. 


Arthur Purdy Stout, M.p. 


Gilbert J. Thomas, M.p. 
Derrick Vail, M.p. 


SURGICAL 


Richard B. Cattell, M.p. 
BOSTON, MASS. 

George W. Crile, Jr., M.p. 
CLEVELAND, OHIO 

Michael E. DeBakey, M.p. 
HOUSTON, TEX. 

I. Ridgeway Trimble, M.p. 
BALTIMORE, MD. 

Oliver S. Waugh, M.p. 
WINNIPEG, MAN. 


SPECIALTY ADVISORY 


Thoracic Surgery 
Plastic Surgery 
Cancer Research 
Neurologic Surgery 
Psychiatr) 
Endocrinology 


Neurology 


Dermatology & Syphilology 


Otology 
Anesthesiology 
Pediatrics 
Radiology 
Dentistry 
Allergy 
Proctology 
Rehabilitation 
Orthopedic Surgery 
Pathology 
Urology 
Ophthalmology 


Laryngology & Broncho-esophagolog 
Obstetrics & Gynecology 


GREAT BRITAIN 


E. R. Cullinan, F.R.c.P. 
LONDON 


Sir Archibald McIndoe, F.R.c.s. 
LONDON 


C. Naunton Morgan, F.R.c.s. 
LONDON 


AUSTRALIA 


Kenneth W. Starr, F.R.c.s. 
SYDNEY 


BOARD 


WASHINGTON, D.C. 
ST. LOUIS, MO. 
HOUSTON, TEX. 
ROCHESTER, MINN. 
DENVER, COLO. 
MINNEAPOLIS, MINN, 
LOS ALTOS, CALIF. 
PHILADELPHIA, PA. 
PHILADELPHIA, PA. 
OKLAHOMA CITY, OKLA. 
NEW YORK, N.Y. 
LOS ANGELES, CALIF. 
HONOLULU, T.H. 
BOSTON, MASS. 
COLUMBUS, OHIO 
PHILADELPHIA, PA. 
GARD®N CITY, N.Y. 
NEW YORK, N.Y. 
OMAHA, NEBR. 

NEW YORK, N.Y. 
LOS ANGELES, CALIF. 
CHICAGO, ILL. 





Postgraduate Medicine is 
William H. Hull, professional relations r 
York 17, N.Y., telephone Murray Hill 4- 


Hunter 


5-2003. 


published 


Advertising representatives: 
3727 W. 6th St., Los Angeles 5, 


Minn., IPMA 


ager; Muriel D. Ries, circulation manager 


monthly at Minneapolis, by 








McDonald-Thompson, 1008 Western Ave., 


Calif.; 3217 Montrose Blvd., Houston 6, Tex.; Colorado National Bank Bldg., Denver 2, Colo. 


Publishing 


Co., G. Victor Lowrie, executive vice-president; 


; Fred Couzens, Eastern manager, 420 Lexington Ave., New 


Arthur G. Sullivan, Jr., Central-West manager, 203 North Cedar Street, Horicon, Wis., telephone 


Seattle 1, Wash.; 625 Market St., San Francisco 5, Calif.; 


Publication date: 


10th of the month. Subscription rate $10.00 a year in the United States and Canada; $12.09 in foreign countries. Two volumes a year. Address 

















all editorial and business correspondence to Postgraduate Medicine, Essex Building, Minneapolis 3, Minn. © 
Reg. .. S. Pat. Off. Entered as second-class matter February 27, 1947, at the post office at Minneapolis, Minn., under 
Additional entry at Long Prairie, Minn., under date of April 14, 1948. Printed in U.S.A. 


1957 by IPMA Publishing Co. Title 


the act of March 3, 1879. 




























A Magnificent New 
Atlas of Cardiac Surgery 


prepared by JORGE A. RODRIGUEZ, M.D. 


This atlas is the next best thing to standing beside America’s 
leading cardiac surgeons as they operate. The step-by-step 
techniques of some 30 operative procedures on the heart and 
great vessels are superbly illustrated and described. 


Dr. Rodriguez, who prepared the drawings and text, is a 
thoracic surgeon and a medical artist. His drawings are based 
almost entirely on observation of the operating technique of 
the authority who developed each procedure. You'll find 
here, for instance, the technique of: Blalock and of Potts for 
Tetralogy of Fallot; of Bailey and of Harken for Mitral Sten- 
osis; of Swan for Hypothermia. Every surgeon will appreciate 
the discussion on management of Cardiac Arrest. 


Illustrates techniques of these 24 eminent cardiac surgeons: 


f THOMAS BAFFES CHARLES A. HUFNAGEL 
, HENRY T. BAHNSON JULIAN JOHNSON 
Up SL), Yj CHARLES P. BAILEY CHARLES K. KIRBY 
Yi); f CLAUDE S. BECK JOHN W. KIRKLIN 
Wf YM, ALFRED BLALOCK H. T. NICHOLS 
Wf Y Y WULEO C. pa S arte ‘ tag 
Y; 10 C. DAVIL/ VILLIAM L. RIKER 
Yi MICHAEL E. DeBAKEY H. W. SCOTT, JR. 
JOHN H. GIBBON, JR. HENRY SWAN 
Segmental steps in Bailey’s technique ROBERT P. GLOVER | W ILLIAM K. SWANN 
of management of a splitting tear of the DWIGHT E. HARKEN RICHARD H. SWEET 
auricular appendage during mitral EMILE HOLMAN ARTHUR VINEBERG 
commissurotomy, Prepared by JORGE A. RODRIGUEZ, M.D., Assistant Professor of Surgical Anatomy and 
Research Associate, University of Mississippi School of Medicine. With the cooperation of 
24 Authorities. 272 pages, 10%” x 11%”, with 550 illustrations. About $16.00. New! 


New (2nd) Edition !—Nesselrod's Clinical Proctology 


Office diagnosis 
and treatment of 
anorectal disorders 


for the non-specialist 





One of the country’s outstanding proctologists has written this compact 
book specifically to help the general practitioner handle those disorders 
of the anorectal region he may encounter in his daily practice. 


Dr. Nesselrod stresses the importance of the routine proctologic examina- 
tion in general practice. He gives the family physician all the information 
needed to make an effective study of and to manage adequately a very 
high proportion of the commonly seen proctologic disorders. 


A new chapter on Anal Contracture has been added for the New (2nd) 
Edition. Latest drugs and office surgical techniques have been included 
throughout the book. There’s a great deal of usable help here on diagnosis 
and management of: hemorrhoids, anal fistula, prolapse of the rectum, 
diverticulitis, carcinoma of the bowel, anal pruritus, ete. 

By J. PEERMAN NESSELROD, B.S., M.S., M.Se. (Med.), M.D., F.ALC.S., FLALP.S., Assistant Professor of 


Surgery, Northwestern University Medical School; Attending Surgeon, Division of Proctology, Evanston Hospital, 


Evanston, Illinois; Diplomate, American Board of Proctology;: Captain (MC), USNR. 292 pages, 6” x 914", 
I i pag ‘ 


illustrated. About $8.00. New (2nd) Edition! 


Use the convenient SAUNDERS order form opposite ==> 
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It’s Just Ready! 
New Mayo Clinic Volume 


New Treatments—New diagnostic methods 


This latest addition to the famous annual Mayo Clinic Vol- 
umes is packed full of new diagnostic methods, new treat- 
ments, new surgical techniques—all described so that you can 
put them to work in your practice immediately. 


You'll benefit from the important advances made in 1956 at 
the Mayo Clinic and Mayo Foundation on such problems as: 
Hypnosis in Obstetrics, Diagnosis and Office Treatment of 
Sinusitis, Anaphylactic Reactions to Penicillin, Surgical 
Treatment of Persistent Common Atrioventricular Canal, 
Surgery for Senile Cataract, Diagnosis of Fever of Obscure 
Origin, ete. 


Remember, this unique book is issued annually in a strictly 
limited edition and is not reprinted. This year’s stock is al- 
ready dwindling fast—so be sure to order your copy today! 


By the Staff of the Mayo Clinic, Rochester, Minnesota, and The Mayo Foundation, University 
of Minnesota. 774 pages, 6” x 9”, with 211 illustrations. $12.50. New! 


New (8th) Edition !— $Sollmann's Pharmacology 


Physicians throughout the world have long relied on Sollmann as their 
“right arm” reference on drugs. To keep pace with the rapid-fire appear- 
ance of new drugs, nearly 50% of the book is completely changed for this 
Answers New (8th) Edition. Latest information is included on: anticoagulants, 
mercurial diuretics, calmative agents, hormones, TEAC, ete. 
your questions 
Origin, history, absorption, fate and excretion, chemistry, action on vari- 
ous tissues, dosage and toxicity are here for each drug. Trade names under 
which drugs are sold are listed—as well as the generic names. 


on today’s drugs 


By TORALD SOLLMANN, M.D., Professor Emeritus of Pharmacology and Materia Medica, School of Medicine, 
Western Reserve University. 1520 pages, 7” x 10”. About $20.00. New (8th) Edition! 


HERE’S A GOOD WAY TO BRUSH UP ON THE NEW THINGS IN MEDICINE! 


Get yourself a copy of the long awaited New (9th) Edition of Flippin-Goepp’s 
‘Medical State Board Questions and Answers”. It’s just ready! About $8.00. 


W. B. SAUNDERS Company, West Washington Square, Philadelphia5 | ORDER 


[~ 

| Please send me the following and charge my account: | 

| Rodriguez Cardiac Surgery About $16.00 | TODAY! 

| Nesselrod’s Proctology About $ 8.00 

| New Mayo Clinic Volume $12.50 
Sollmann’s Pharmacology About $20.00 

| Flippin-Goepp’s Medical State Board Questions and Answers About $ 8.00 ders 
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hauwiloid 


A Better Antihypertensive 


“We prefer to use 


alseroxvilon (Rauwiloid) 


since it is less likely to produce excessive fatigue and 
weakness than does reserpine.”’! Up to 80% of patients 
with miid labile hypertension and many with more 
severe forms are controlled with Rauwiloid alone. 


1. Moyer, J.H.: J. Louisiana M. Soc. 
108:231 (July) 1956. 


\ Better Tranquilizer, too 
**...relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.”’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of unre- 
lated diseases not necessarily associated with hy- 


pertension but burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas M. Soc. 
57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 
After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 


Rauwiloid + 
Hexamethonit 


more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid +Veriloid 

In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 


° Riker tos aNcetes 
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allergic 
eczemas 


Meti-Derm CREAM 0.5% 


free alcohol) 


Meti-Derm OINTMENT 0.5% 


with Neomycin 


each in 10 Gm. tubes 



























excellent response in eczematous dermatoses 


Meti-Derm CREAM 0.5% 


(METICORTELONE, free alcohol) 
water washable —stainless 
benefits allergic dermatoses, usually without irritation 


Meti-Derm OINTMENT 0.5% 


with Neomycin 
5 mg. METICORTELONE and 5 mg. Neomycin Sulfate 
advantageous when infection is present or suspected 


Each in 10 Gm. tubes 


Merti-Derm,* brand of prednisolone topical. 3 aid y 
MeticorTELoNne,® brand of prednisolone. 


*T.M. MD-J-217 





For King-size appetites... 


Rx 
BIPHETAMINE 


RESIN 


APPETITE CONTROL 
WITH FULL ENJOYMENT 


PATIENT 
APPRECIATION 
one capsule once-a-day. 


PREDICTABLE 
WEIGHT LOSS pr, Biphetamine capsules 


containing a mixture of equal parts of amphetamine and 
dextro amphetamine in the form of a resin complex. 
Three strengths—Biphetamine 20 mg., 122 mg., 7/2 mg. 


For Literature and Samples, Write SWrasonk (, 
FOUNDED 1886 


Rochester, N.Y. 

















VisitINnG firemen, guest lecturers, distin- 
guished speakers, authorities from afar—they 
come in all sizes and, like most creatures, they 
are conspicuous when seen out of their natu- 
ral habitat. However, “distinguished speak- 
ers” (or “mumblers”) do have certain char- 
acteristics which are typical of the species. 
First, they are either ycung or old—there are 
no “in-betweens”; anyone less than 50 years 
old is young and “going places”; anyone more 
than 50 has already “been places” and retires 
a little earlier in the evening. 
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Someone has to meet the guest at the aii 
port; this is one time the “visiting fireman’s” 
rank is important, because, unless he’s a chair- 
man, some passing resident is deputized and 
given the afternoon off to hang arcund the 
airport. 

The most stimulating situation occurs after 
you've shaken hands with every passenger 
from a five year old boy who’s eating a sucker 
to an old gentleman who gives you a tip for 
helping him with his bags, and then you find 
the “wheel” isn’t on that flight but is expected 
three hours later. It’s too late to go home and 
too early to hang around. 

Eventually the fireman arrives and he’s 
taken for a tour of the medical school, which 
is unlike any other he’s ever seen; at least 
that’s what he says if he has relatives in your 
area and wants to visit them free again next 
year. The protocol requires that he be amazed 
at everything he sees: buildings, bedpans, 
doorknobs and all. Then, he should say, “You 
people have done a remarkable job.” If he 
doesn’t say it, he is shown some more build- 
ings until he does say it. This hike up and 
down the halls is particularly trying if he’s a 
surgeon and has forgotten his elastic stock- 
ings to support the varicosities he hasn’t got 
around to tying off yet. 


ells 


He o Oc 


¢ 


Then you have him to the cocktail party, 
usually in the home of one of the staff. Now. 
the visiting fireman has been to many a simi- 

(Continued on page A-20) 
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relaxes 


for anxiety 


and tension in 








everyday practice 


m well suited for prolonged therapy 

@ well tolerated, relatively nontoxic 

w no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
m chemically unrelated to phenothiazine compounds and rauwolfia derivatives 

m orally effective within 30 minutes for a period of 6 hours 


For treatment of anxiety and tension states and muscle spasm 


Miltown 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,7% 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY (WALLACE LABORATORIES, New Brunswick, N. J. 


SUPPLIED: 400 mg. scored tablets 


200 mq. sugar-coated tablets 





TANDARD 
400 mg. 
SocreD 
TASLETS 


USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 





Literature and Samples Available on Request 


THE MILTOWN® 
MEPROBAMATE MOLECULE 





CM-3706-R5 


























“Placebo” 


lar home; but he’s not one bit ahead of the 
faculty man doing the entertaining. As the 
latter points out, he’s been pouring free whis- 
key down distinguished speakers for two gen- 
erations, and the only change he can see is 
that the younger crop doesn’t make as much 
sense as the older ones did. 

Finally, you arrive with the speaker at the 
banquet, and he sits down to his favorite 
meal—that old “heartburn special”: a sug- 
gestion of roast beef, cold mashed potatoes, 
and buckshot peas. Eventually, after the cof- 
fee has had time to cool and the oil has come 
to the top, he gets a cup. 

In the introduction, the “young” speaker 
(age 30 to 50) always began as an assistant 
professor at some “great” Eastern university 
(from the biographic sketch he was deliv- 
ered one evening and joined the faculty the 
following morning). In the Midwest any East- 
ern university is always “great” during the 
introduction and “past its prime” when dis- 
cussed over cocktails. After five subsequent 
promotions, according to his biography, he is 
still assistant professor at some ancient medi- 
cal school which has had a profound influence 
on the course of medical teaching in America 


For help in 
building your 
personal capital 
in face of today’s 
high tax structure 


Turn to Pages A-134-135 





(i.e, the school was founded last summer; 
this is its first full session ). 

Some of this confusion over academic rank, 
which has no more significance to men of 
science than has virtue to a groom, arises from 
the poetic license to which every toastmaster 
has access. For instance, an associate becomes 
an associate professor, a professor becomes a 
dean, and so on; the speaker usually protests 
violently over these usurpations of rank, as 
evidenced by a slight twitching of the thumbs 
as he grasps his lapels and smiles. 

Then he rises to face his enthusiastic audi- 
ence in the vast auditorium; he reads his 
paper quietly as though he were alone; and, 
for all practical purposes, he is, since the 10 
or 15 people present are on the stage with 
him or asleep in the back row. If he’s fortu- 
nate enough to speak in the afternoon, he has 
a large audience composed of maids, aides 
and a sprinkling of visitors who haven’t any 
idea what he’s talking about. The interns and 
residents are all there at the start, but the rate 
at which they suddenly begin to get calls indi- 
cates either a national emergency or prear- 
ranged escape signals. 

Then, finally, there’s the late cocktail party. 


This is the acid test for the visitor, since he 


remeets all the strange people he has been 
introduced to earlier in the day. He may end 
up holding a tea bag or he may be primed 
with the host’s “pride,” an alcoholic punch 
that only the host can make (or drink for 
that matter). Since his lecture is over, he’s 
expected to let his hair down, tell the truth, 
and admit that the procedure he recommends 
is no good. Then, he may be misidentified 
more frequently as the evening goes on until 
no one knows who he is or why he’s there. 
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mow “...care of the man | woxrr 
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than merely his stomach. | gasgeee 





FUNCTION 













controls gastrointestinal dysfunction 


because it cares for the man 
At the cerebral level 
the tranquilizer Miltown in “Milpath” controls the 


psychogenic element in G. I. disturbances. (Miltown 
does not produce barbiturate loginess or hangover.) 


as well as his ‘stomach’ 
At the peripheral level 


the anticholinergic, tridihexethyl iodide, in “Milpath” 
blocks vagal impulses to prevent hypermotility and 
hypersecretion. 


FOF duodenal ulcer © gastric ulcer @ intestinal colic 
spastic and irritable colon @ ileitis © esophageal spasm 
G.I. symptoms of anxiety states 


prescribe: 


f-  Vtablet tid: at od 
"mealtime and ~ 'M i — 
2 at bedtime. 


Miltown® pati 





WALLACE LABORATORIES New Brunswick, N. J. Literature and samples on request 
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HYDROCHLORIDE 


10-(-y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


Promazine Hydrochloride 


*Trademark 


THE ALCOHOLIC 


SPARINE is an agent of prompt, predictable, and potent action 
in controlling withdrawal symptoms. 
Often, in selected cases under the adequate supervision 


_ of the family physician, it may afford home control 


of postalcoholic agitation and hyperactivity.’ 


SPARINE is well tolerated on intravenous, 
intramuscular, or oral administration. 

Toxicity is minimal—no case of liver damage 

has been reported. Parenteral use offers 

(1) minimal injection pain; (2) no tissue necrosis 

at the injection site; (3) potency of 50 mg. per cc.; 
(4) no need for reconstitution before injection. 


Professional literature available upon request. 


1. Figurelli, F.A.: Indust. Med. & Surg. 25:376 (Aug.) 1956. 


Wyeth 


® 
Philadelphia 1, Pa. 




















Your 


® NOCTURNAL ENURESIS 


Q. A four year old boy recently has developed 
nocturnal enuresis. His parents are intelligent 
and appear to be emotionally stable. There are 
two siblings, a six year old brother and a two 
year old sister. There is no history of a recent 
or remote emotionally traumatic event either to 
the child or in his household. He was toilet- 
trained by the age of two, and appeared to pro- 
gress quite normally until the present time. His 
intelligence quotient seems to be slightly above 
average. 

At the age of one and a half years, the patient 
had measles, which has been his only physical 
illness. A physical examination reveals no ab- 
normalities. Hemoglobin, white blood cell count 
and differential, repeated urinalyses, sedimenta- 
tion rate, blood sugar and nonprotein nitrogen 
levels are within normal limits. An intravenous 
pyelogram has not been done. 

The child has been refused fluids after the eve- 
ning meal, awakened for micturition during the 
night, granted minor “awards for merit” by his 
parents, and has been given various antispas- 
modics consisting of atropine or belladonna in- 
gredients. None of these procedures have been 
effective. Could you suggest any other therapy? 

M.D.—Canada 


A. This child is at an age when it is particularly 
difficult to overcome the habit of emptying the 
bladder during sleep. Unlike habits that are prac- 
ticed during waking hours, this particular habit 
involves an action which is not mediated through 
consciousness, but which probably is caused 
largely by activity at the level of the spinal cord. 


westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


The treatment then becomes the prevention of 
automatic or involuntary micturition. 

In the hope of obtaining either an ultimate 
response or a spontaneous cessation of enuresis, 
the course of action may be to persist with the 
measures enumerated or to invoke the aid of a 
psychiatrist, who may discover psychogenic fac- 
tors which can be corrected. 


© CALCIFICATION OF COSTOCHONDRAL CARTILAGES 


Q. I would like to know if there has been re- 
ported any pathologic significance to calcification 
of the costochondral cartilages in teen-agers. 


M.D.—Ohio 


A. The age at which calcification of the costo- 
chondral cartilages occurs and the extent of such 
calcification vary considerably. There is no path- 
ologic significance to calcification of these car- 
tilages when it occurs in the second decade, 
although calcification is uncommon at this age. 


' @ AIR TRAVEL AND MENIERE’S DISEASE 


Q. Does long-distance commercial flying affect 
hearing involvement in Meniére’s disease? 


M.D.—Honolulu 


A. Long-distance commercial flying can be 
harmful to one suffering from Meniére’s disease. 
The noise of the motors can cause acoustic trau- 
ma and may further damage the hair cells of the 
organ of-Corti which have been partially dam- 
aged as a result of the disease. 

(Continued on page A-26) 
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*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 
... little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients . . . not habit-forming. 


Squibb Whcle Root Rauwolfia Serpentina 


SQUIBB @ Squibb Quality—the Priceless Ingredient 
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Your Questions Answered 


© COMBINED STEROID THERAPY AND CHRYSOTHERAPY 
@. What is the present status of chrysotherapy 
and steroid therapy in combination? Can you 
give me any information on the dosage of Myo- 
CHRYSINE® that might be used as replacement 
on a monthly basis after the patient has received 
a course of 1 gm.? Could you tell me of a text 
or monograph on this subject? 
M.D.—Pennsylvania 
A. The rheumatoid arthritis of certain patients 
may not be adequately controlled by chryso- 
therapy or by treatment with the cortisonelike 
hormones, in conjunction with general measures 
of treatment such as physical therapy, salicylates. 
extra rest and other supportive adjuncts. In such 
cases some physicians occasionally employ chryso- 
therapy and steroid therapy in combination with 
other supportive measures. Sometimes, but not 
always, this combination seems to be helpful. The 
usual precautions applicable to both forms of 
treatment must be taken. 

So-called maintenance doses of soluble gold 
salts. such as Myochrysine. employed after the 
initial course of 1 to 1.5 gm. of the gold salt. 
have ranged from 10 to 50 mg. administered 
every two to four weeks or so, depending on the 
patient’s reaction to such treatment. Appropriate 
clinical and laboratory examinations should be 
made prior to each injection of these mainte- 
nance doses, just as is the procedure in the ini- 
tial period of treatment. 

Additional pertinent information can be found 
in the references below. 


REFERENCES 


Nintu KRueumMatism Review: Part [. Ann. Int. Med. 28:131-132 
(January) 1948. 

Texte Rueumatism Review: Part I. Ann. Int. Med. 39:580-581 
(September) 1954. 

Comroe, B. I.: Comroe’s Arthritis and Allied Conditions. Ed. 5. 


Philadelphia, Lea & Febiger, 1953. 
Birka, P. J. and Wem, M. H.: Gold-hormonal therapy in’ rheu 
matoid arthritis, Ann. Int. Med. 42:638-643 (March) 1955 


©@ TRANSPORTATION IN BACK INJURIES 


Q. When a serious accident occurs in the mines. 
the patient is examined by first-aid personnel 
and then carried on a stretcher to the surface and 
one mile further to our surgery. There is no 
medical examination until the patient arrives at 
this emergency center and any patient requiring 
further care has to be transported two miles by 
sea and then 12 more miles on land to a hospital. 


The “St. John’s Ambulance Training Manua 
on which the training of the first-aid workers is 
based, states that the patient should be placed on 
his back on the stretcher. This would seem ace- 
quate and advisable in the majority of cases hut 
if any fracture-dislocation of the lumbar spine is 
present, this position increases the danger of cord 
involvement. 

Recently such an injury occurred in the mines 
and I feel that the spinal cord damage might have 
been decreased by carrying the patient in a prone 
position. In view of this, would it seem justifia- 
ble to suggest that all patients with back injuries 
be transported in a prone position? 


M.D.—Newfoundland 


\. The general opinion of most practitioners 
who treat fractures of the vertebrae is that trans- 
portation from the accident to the site where 
definitive treatment is carried out should be done 
with the patient in a prone position. unless this 
position would hinder respiration in some way. 


® CONGENITAL MALFORMATION 


Q. Seventeen years ago a 35 year old woman 
gave birth to a norma! female child. She has 
since remarried, and has aborted three times and 
has had two full-term pregnancies. Both full- 
term infants were stillborn, and both had spina 
bifida. There is no Rh incompatibility or history 
of varicella. This patient is very anxious to have 
another normal child, but a doctor once told her 
that she could not with her present husband. 


M.D.—Manitoba 


A. Several years ago, Dr. Douglas P. Murphy 
of the University of Pennsylvania made an ex- 
tensive study of congenital malformation. This 
was published by the University of Pennsylvania 
Press in 1940 as “Congenital Malformations.” 

Dr. Murphy determined that congenital mal- 
formations occur once in every 213 live births. 
In his summary he makes the following state- 
ment: “In families already possessing a mal- 
formed child, the birth of a subsequent mal- 
formed offspring takes place with a frequency 
which is in the neighborhood of 25 times greater 
than that of the general population.” 

Since this patient has had two babies with 
spina bifida, the likelihood of another congenital 
malformation might be greater than this figure. 


(Continued on page A-28) 
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To avoid the discomfort of distention 


URECHOLINE. 


CHLORIDE 





BETHANECHOL CHLORIDE 


Prophylactic use of URECHOLINE Tablets considerably 
simplifies the management of postoperative abdominal 
distention. Clinical studies' show improved gastro- 
intestinal tone and increased peristalsis with expulsion 
of flatus (often within thirty minutes), following oral 
administration of 10 to 20 mg. three to four times 
daily. In difficult cases, subcutaneous injection increases 
the number of successful responses. 


Other indications: postoperative and postpartum 
urinary retention, hexamethonium-induced side effects, 
and megacolon. 

Supplied: 5 mg. and 10 mg. tablets, bottles of 100; |-cc ampuls, each containing 5 mg. of 
URECHOLINE Chioride 

Reference: |. Stafford, C. E., Kugel, A. 1, and Dederer, A.: Surg. Gy & Obst. 89.570, Nov.1949. 


URECHOLINE IS A TRADEMARK OF MERCK & CO. INC 


“Oo 
MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.,INC.,. PHILADELPHIA 1. PA 


June 1057 

















Your Questions Answered 


® DIPHTHERIA ANTITOXIN 


Q. Without laboratory test confirmation of the 
diagnosis of diphtheria, local physicians are pre- 
scribing the prophylactic use of diphtheria anti- 
toxin in doses ranging from 10,000 to 20,000 
and even as high as 40,000 units for apparent 
sore throats accompanied by “plagues” or sim- 
ple laryngitis. 

Should antitoxin be given prophylactically for 
such conditions, or should antibiotics be admin- 
istered until the results of laboratory tests indi- 
cate the use of antitoxin? 

I would appreciate advice concerning the best 
procedure to follow. 


M.D.—Puerto Rico 


A. Antitoxin is intended to be administered to 
patients who present findings suggestive or char- 
acteristic of diphtheria and in whom Corynebac- 
terium diphtheriae is demonstrated either in di- 
rect smears or by culture. When the condition is 
doubtful, antitoxin can be administered before 
results of examination of direct smears or of cul- 
ture are available. The diagnosis may involve 
distinction among diphtheria and follicular or 
membranous tonsillitis, Vincent’s ulcerative phar- 
yngitis, syphilis and infectious mononucleosis. 

The dose of antitoxin may vary according to 
the duration of illness, the location of the mem- 
brane, and the degree of toxicity. From 10,000 
to 75,000 units can be given. When the patient is 
in a severely toxic state or when the illness is of 
more than 48 hours’ duration, larger amounts 
are indicated; both intramuscular and intrave- 
nous methods of administration should be used. 
If the intravenous route is employed, the anti- 
toxin should be administered by slow drip in 200 
to 300 cc. of an isotonic solution of sodium chlo- 
ride or in a 5 per cent solution of glucose. Treat- 
ment with antitoxin may be supplemented, but 
not replaced, by penicillin or AUREOMYCIN®. pref- 
erably the former. 


© ARTIFICIAL INSEMINATION 


Q. I am contemplating the use of artificial in- 
semination using a donor’s semen. Are there spe- 
cific donor banks or is it necessary to secure a 
local donor? If the local donor method is pre- 
ferred, how do you go about securing one? 
M.D.—Pennsylvania 


A. Although donor banks providing for the 
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widespread use of human semen have not been 
established, several institutions have local banks 
which are used primarily for study purposes. 
Human spermatozoa may be frozen for as long 
as a year without loss of ability to fertilize. Nor- 
mal offspring have resulted from fertilization of 
this kind. 

Human artificial insemination with donor 
sperm involves many technical difficulties as well 
as sociologic and even legal implications. Donors 
must be selected with care and discrimination. 

A physician who is not acquainted with this 
procedure should probably refer a couple to 
someone who is familiar with it or to an insti- 
tution where the problem of artificial insemina- 
tion has been studied. 


REFERENCES 


1. KieecmMan, Sorpnta J.: Therapeutic donor insemination, Fertil. 
& Steril. 5:7 (January-February) 1954. 

2. Bunce, R. G., Keeter, W. C. and SHerwan, J. K.: Clinical use 
of frozen semen. Fertil. & Steril. 5:520 (November-December) 
1954. 


® DIABETES AND PREGNANCY 


Q. A diabetic patient who is pregnant has been 
advised by her obstetrician to have a cesarean 
section six weeks before term. Labor was induced 
near term of her last pregnancy. As there have 
been no severe complications during the present 
pregnancy, is there any indication for doing a 
cesarean section so early? 


M.D.—lowa 


\ 


A. Unfortunately, there is no statement con- 
cerning the outcome of the previous pregnancy 
of this patient. Without knowing the type of 
labor which she had, the size of the baby. and 
whether or not the baby lived, it is almost impos- 
sible to give an intelligent and complete answer 
to this question. 

If her last labor was uneventful, and if the 


baby was not unduly large and has done well 


since delivery, I can see no reason for a cesarean 
section at this time. Under these circumstances. 
I would suggest that labor be induced about four 
weeks ahead of term. 

On the other hand, if the previous labor was 
long and tedious and, particularly, if the baby 
was lost, | would suggest that a cesarean section 
be done about four weeks before term. I believe 
that, in the absence of complications, termina- 
tion of the pregnancy six weeks ahead of time 
would give rise to undue prematurity. 
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SANBORN 


electrocardiograph 


$62509° 


DELIVERED 


.-. the eighteen pound, transistorized model =>©OO©O 


For the clinical accuracy your heart 
practice demands... and a degree of port- 
ability never before approached in the field 
of ’cardiography...this new Sanborn in- 
strument offers a truly remarkable answer. 

In the VISETTE you will find outstand- 
ing Sanborn quality and performance, 
achieved through the latest electronic 
techniques and the most modern princi- 
ples of instrumentation. Tiny transistors 
largely replace bulky vacuum tubes... 
entire circuits are contained in plug-in 
printed wiring panels no larger than a 
playing card ... ’cardiograms are clearly 
traced on chart paper in a new, convenient 
width. Innovations such as these have also 
made possible economies in production, 
reflected in the comparably lower price 
of the new 300 VISETTE. 

Every design feature, every component 
in this modern instrument, serves a single 
purpose: clinically accurate ‘cardiograms 









with the greatest possible convenience. The 
“Sanborn man” in or near your city can 
provide complete details, and a demon- 
stration in your office if you wish. And 
of course you may try a VISETTE (as 
you can other Sanborn instruments) — 
before buying, without cost or obligation. 

To those who already own the famous 
Model 51 Viso-Cardiette, the new 
VISETTE can be an invaluable “com- 
panion” ECG — especially suited to use 
outside the office, or in hospital wards. 
Or, for those who prefer a larger instru- 
ment, using conventional 6 cm. width 
recording paper, the “51” is still available 
at $785 delivered. 
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a new and exceptionally 





















well tolerated hydantoin 
for the control of 


grand mal seizures 


SCOPES EEEEEEE SESE S SEES ESEEESEESESESES ESSE SES EEESSOOS 


EGANONE 


(ETHOTOIN, ABBOTT) 


Side reactions in antiepileptic drug therapy have long had a 
limiting effect on seizure control. In PEGANONE, you have a 
drug that is unusually free from these limiting side effects, 
and yet potent enough for control of many seizures. 


PEGANONE has been studied for 214 years in over 1200 
cases, which included all types of epilepsy. Jn that time, no 
serious toxic reactions were reported. In control of grand mal 
seizures PEGANONE was found most effective—but it was 
also useful in controlling psychomotor seizures. And 
PEGANONE has proved to be compatible with all known 
anticonvulsant medications. 





The clinical trials uncovered a broad range of usefulness 
for PEGANONE: 


1. In a new case of uncomplicated grand mal, PEGANONE 
used alone will often bring about good control with a 
minimum of side effects. 


2. If control is not as good as desired with other medications, 
PEGANONE will often improve it. 


3. If control is good but side reactions troublesome, the 
addition of PEGANONE permits a reduction of the dosage 
of other compounds. Thus, the use of PEGANONE will 
often bring about a reduction of side effects, while main- 
taining or improving control. 





For a complete study on PEGANONE and the dosage 
specifications, we have new literature available on request. 
PEGANONE Tablets, grooved, 250 and 500 mg. In bottles 


of 100 and 1000. PEGANONE is now ObGctt 
vsi37 available through your pharmacy. 
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to minimize 
morning jount stiffness _ 
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of late news of interest to the practicing physician 


INTERNAL MEDICINE 


High lights of the 38th annual session of the American College of Physicians: 

@ Cerebral vascular insufficiency must be corrected quickly by raising the 
blood pressure to prevent hemiplegia or even dementia.—Dr. Eliot Corday, Uni- 
versity of California School of Medicine at Los Angeles. 

® Excellent x-ray visualization of the pulmonary valve area may be ob- 
tained by intravenous administration of pure carbon dioxide up to 100 cc. with 
out harmful effects——Dr. Thomas M. Durant, Temple University. 

@ A group of 40 highly susceptible rheumatic children who were given egg 
yolk supplement apparently received a high degree of protection. The children 
contracted 68 group A streptococcal respiratory tract infections, but evidence of 
rheumatic reactions developed in only three of the children.—Dr. Alvin F. Coburn, 
director, Rheumatic Fever Research Institute, Chicago. 


VISION 


High lights of the joint sessions of the Pan-American Association of Ophthal- 
mology and the National Society for the Prevention of Blindness: 

@ A five month survey conducted among 1,210 outpatients at the University 
of Tennessee clinics showed that more than 3 per cent were found to have glau- 
coma. General practitioners are urged to include tonometric examinations in a 
physical checkup as the only hope of finding all the early glaucomas.—Dr. Mar- 
garet Horsley, Memphis. 

@ Retrolental fibroplasia has been virtually disappearing in those hospitals 
where a limit of 40 per cent oxygen concentration is enforced.—Dr. Franklin M. 
Foote, National Society for the Prevention of Blindness. 

@ Pregnancy should be discouraged for four years following removal of a 
cancer of the iris. Hereditary factors account for 16 per cent of blindness seen in 
children.—Dr. Isadore Givner, New York University Post-Graduate College of 
Medicine. 

@ Eye tissue, dehydrated in glycerin and stored at room temperature, has 
remained viable for indefinite periods. It has been used successfully in corneal 
transplants after as long as two years of preservation.—Dr. John Harry King. 
Jr., consulting ophthalmologist to the U.S. Surgeon General. 


VITAMINS AND ULCERS 


A deficiency of pantothenic acid can lead to ulcers in rats——-Dr. Theodore F. 
Zucker, Columbia University, at meeting of National Vitamin Foundation. 
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What's Happening in Medicine 


CHEMICAL FRONT 


High lights of the 131st national meeting of the American Chemical Society: 

@ Potent new drugs that lower blood pressure in animals more effectively 
than hexamethonium bromide have been synthesized from acetylene, the weld- 
ing torch gas.—Dr. John H. Biel, Lakeside Laboratories, Milwaukee. 

@ A synthetic analgesic that relieves pain in animals in 10 minutes as op- 
posed to 45 minutes for morphine is undergoing clinical tests——-Dr. George de 
Stevens, Ciba Pharmaceutical Products. Inc., Summit, N. J. 

@ A new group of synthetic compounds, the hexahydropyrimidines, are 
found to have a broad spectrum and are effective against many gram-positive 
and gram-negative bacteria. Since the drugs are not made in nature by micro- 
organisms, they are not truly antibiotics. In performance, however, they work 
like antibiotics. The name “synthobiotics” is suggested—Robert G. Sanders, 
Warner-Lambert Pharmaceutical Co., Inc., Morris Plains, N. J. 

@ Glutamine, a naturally occurring amino acid, has reduced the craving for 
alcohol. Peptic ulcer in patients seems to heal more rapidly with glutamine than 
with conventional therapy. Cabbage juice contains large amounts of glutamine.— 
William Shive, University of Texas. 


EXPERIMENTAL BIOLOGY 


High lights of the 41st annual meeting of the Federation of American Societies 
for Experimental Biology. 

@ A key enzyme in the manufacturing of gene substance has been purified 
by 1000 times its original potency and has been used to produce in a cell-free 
test tube preparation what appears to be desoxyribose nucleic acid (DNA). 
The DNA-yielding enzyme was extracted from calf thymus tissue and intestinal 
bacteria——Dr. Arthur Kornberg, Washington University, St. Louis. 

@ The Rauwolfia alkaloid, reserpine, may produce, at least in part, cardiac 
effects by gradually decreasing the store of norepinephrine in the heart.—Drs. 
M. K. Paasonen and Otto Krayer, Harvard Medical School. 

@ Nicotine in cigarette smoke “very markedly reduces the amount of oxy- 
gen coming to the heart muscle.” Normal persons can compensate for the addi- 
tional stress, but in patients with heart disease, it may lead to other heart ab- 
normalities——Dr. Theodore R. Sherrod, University of Illinois. 


CANCER CONTROL 


High lights of the 48th annual meeting of the American Association of Cancer 
Research: 

@ The first successful vaccination against cancer in mammals has been 
achieved. The vaccination protected 80 per cent of mice against leukemia. It 
did not protect against other forms of cancer. The vaccine was prepared against 
the only known virus that consistently causes mouse leukemia.—Dr. Charlotte 
Friend, Sloan-Kettering Institute. 

@ Tissue culture test tubes of living cells may serve effectively in place of 
animals in preliminary screening for chemicals toxic to cancer cells. A number 
of compounds with antitumor effects in animals were toxic in culture even when 
introduced in a 1 to 10 million dilution——-Drs. Harry Eagle and George E. Foley, 
National Institutes of Health and Harvard Medical School. 

@ A persistent yellow fluorescence under ultraviolet light was demonstrated 
in about half of a small series of human breast cancers by tetracycline, oxytetra- 
cycline and chlortetracycline. The capacity of the antibiotics to concentrate in 
the cancer tissue may provide the basis for a new technic in diagnosis.—Dr. 
David P. Rall, National Cancer Institute. 
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Carbon Dioxide-combining Power of Blood Plasma 


For many years, the method of Van Slyke and 
Cullen for determining the carbon dioxide ca- 
pacity of blood plasma has been a standard pro- 
cedure in all clinical chemistry laboratories. Text- 
hooks in this field generally describe the technic. 
step by step, in practically the same language 
and with the same illustrations as those used by 
Van Slyke. Technologists work satisfactorily day 
after day with no question but that this standard 
method is extremely accurate. 

The results in milliequivalents, considered with 
the chloride content of the same sample of plas- 
ma, and the sodium and potassium content of the 
serum, measured preferably by flame photometry, 
are supposed to be balanced so that the clinician 
can maintain a proper electrolyte balance. This 
procedure is particularly important in the minds 
of the surgical assistants responsible for the post- 
operative care of the patient. 

But, have any of you had trouble in obtaining 
repeated check results with a Van Slyke appara- 
tus? The textbooks fail to tell you what to do if 
there are slight leaks, and how you may avoid 
foaming. To be sure, one must “add a small drop 
of pure caprylic alcohol to the cup.” This should 
prevent foaming, but it does not always do it. 

An excellent technical article on this subject 
has not had enough attention. Sanborn, Light- 
voet and Hoffman have reported on the “Use of 
silicones as antifoaming and nonwetting agents” 
(Am. J. Clin. Path. 24:499-504 [April] 1954). 
These authors found that an excellent substitute 
for caprylic alcohol is a 10 per cent Antifoam 


*Emeritus Staff, Division of Clinical Pathology, Mayo Clinic; Direc 
tor of Laboratories, Rochester State Hospital. Rochester, Minnesota 


\F Emulsion. This substance} contains 30 per 
cent active agent. and must be diluted with two 
parts distilled water to make a 10 per cent emul- 
sion. Use one drop of this substance in the cup 
containing 1 ce. of plasma in 1 ce. of distilled 
water. The authors also recommend lubricating 
the stopcocks with silicone high-vacuum grease. 

The following recommendations for maintain- 
ing a clean, working Van Slyke buret are worth 
quoting: “(1) Employ 10 per cent AF emulsion 
as antifoam agent. (2) Flush buret with distilled 
water once (using the mercury) only at the end 
of the day’s run of tests. It is not necessary to do 
anything but expel the previous reaction mixture 
after each determination, and test for leakage. 
(3) Leave the buret filled with distilled water 
above the 50 ml. mark. including the delivery 
cup at the top, when buret is not in use. (4) Keep 
both leveling bulb and delivery cup sealed with 
Parafilm M strip. (5) When it does become nec- 
essary to clean the buret, using the mercury. 
draw in hot detergent solution (such as Dynak- 
len, Ar-Ex or Hemosol in about 2 oz. of powder 
per half gallon of water): let stand for one or 
two hours and rinse with more detergent and 
finally with distilled water three times. It is un- 
necessary to disassemble the apparatus to clean 
it. Use the mercury to flush the cleaning solution 
in and out.” 

The authors claim that this method will save 
much of the time that formerly was spent in 
cleaning the apparatus when caprylic alcohol wes 
used as’ an antifoaming agent. 


tDow Cornir Cory Midland, Michigan 
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Traumatic Neurosis 


MAIER I. TUCHLER 


San Francisco 


Taree questions which 
are most often asked 
when neurosis follows 
trauma are: (1) What is 
traumatic neurosis? (2) 
What is the relation of a 
neurosis to trauma? (3) 
How is this traumatic 
neurosis demonstrated ? 

It seems preferable to 
use the term “neurosis 
following trauma” rath- 
er than “traumatic neu- 
rosis.” This definition sheds a glimpse of light 


MAIER I. TUCHLER 


into the causal relationship between the emo- , 


tional reaction and a stimulus, a trauma. 


What Is Neurosis Following Trauma? 


Our first problem is to clarify the meaning of 
a neurosis. A neurosis is a reaction in which the 
individual experiences something not intelligible 
to him or understood by him. This reaction may 
consist of sensory or motor phenomena such as 
are seen in hysteria; disorders of mood out of 
proportion with the stimulus, such as an over- 
whelming depression or a spell of excitation 
without truly justified cause; or persistent 








Medchicime 


Dr. Samuel A. Levinson 


Editors ; Dr. Milton Helpern 


Dr. Maier I. Tuchler 


thoughts or impulses which may cause marked 
distress. The persistent thoughts fall into the cate- 
gory of obsessions, and persistent impulses are 
defined as compulsions. 

Whatever the presenting symptom, it is alien 
to the personality and appears to come from out- 
side the consciousness. The distress experienced 
is irrational, a strange phenomenon which can 
not be controlled by volition. 

The concept of neurosis embodies another con- 
cept from dynamic psychiatry, that of the ego. 
The ego is an abstraction; it is a construct. It is 
that portion of our personality which serves as 
the executive organ of the mind. It has its roots 
deep in the unconscious functions and is the or- 
gan of consciousness, of awareness, which re- 
sponds to the stimuli in the world about us and 
manages the appropriate reactions during our 
waking life. When we are asleep, another level 
of consciousness takes over, a level which is far 
more archaic and primitive; there, like the psy- 
chotic individual, we worry and we fantasy, onl) 
to awaken to the reality of the world about us. 
Then our ego again takes over. 

The-core of a neurosis, both to the observer 
and to the affected person, is an inability or in- 

(Continued on page A-38) 
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adequacy of the conscious portion of the person- 
ality to restrain the deeper, more primitive forces 
of fear and anxiety which have their origin in 
instinctive demands. 

Neurosis following trauma is a special type of 
neurosis, The trauma causes an increase of ex- 
citation and a demand for the discharge of emo- 
tional energy which the individual cannot mas- 
ter. Impulses overflow. The individual over-reacts. 
Or, instead, emotions may be blocked, resulting 
in a powerful damming-up of tension so that 
minor stimuli set off major reactions. In keep- 
ing with our concept of neurosis following trau- 
ma, two factors now appear important to its 
establishment: (1) the personality of the indi- 
vidual, and (2) the trauma as it acts on and stirs 
up a reaction. 


What Is the Relation of Neurosis 
to Trauma? 


The diagnosis of neurosis following trauma is 
not justified in the absence of a study of the in- 
dividual’s personality prior to the trauma. To 
focus only on the trauma as it relates to the 
symptoms is erroneous. The trauma sets up ex- 
citations which promote a reaction. The individ- 
ual then attempts to control deeper impulses or 
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thoughts. The ability to master the energy wiiich 
the stimulus excites varies greatly. Excitation de- 
mands discharge. Potential builds up if discharge 
is thwarted or blocked, and symptoms resuli. It 
is important to acknowledge that the response 
of a given person in any potentially neurotic 
situation depends on his over-all ability to |an.- 
dle instinctive and unconscious forces. This is a 
function of the ego. The ego’s work is constantly 
a defensive one, an ever-changing adaptability. 

Again we see that two factors are at work in 
the traumatic experience, the trauma and the per- 
sonality of the individual; and both factors are 
variable. Individuals vary in their adaptability 
to circumstances and situations out of their con- 
trol and in the utilization of the ego’s defenses 
against fears stirred up by a new set of circum. 
stances, in which trauma may play a significant 
role. Only in this fashion can we explain the 
ability of some persons to suffer and endure 
marked injury without the formation of neurotic 
symptoms, and the reaction of others who re- 
spond with major symptomatology on the mild- 
est provocation. Everyone has his breaking point, 
and with some this point is closer to the surface. 

Let us consider those factors which are in- 


(Continued on page A-40) 
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Taken from White Laboratories’ Technical Exhibit, 
American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 19506. 
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volved in the appearance of symptoms. If equi- 
librium fails following an excessive stimulus. 
such as following trauma, the individual evident- 
ly is unable to master that excitation which seems 
to have its origin in repressed or unconscious 
memory of previous life experience. Some per- 
sons must spend much effort and psychic energy 
to keep emotions in check. A trauma involving 
such a person can provoke such a degree of ex- 
citation that control breaks down. Activity as- 
sists in discharge and serves as a means of get- 
ting rid of tension. If motor action is impossible 
at the time of trauma, the probability of a dis- 
turbance is heightened. During the war it was 
found that foxhole waiting was most conducive 
to symptom formation. 

We view the symptoms presented by the neu- 
rosis following trauma as a reaction of the ego 
to injury. They are an expression of a conflict 
in which fear, fear of injury in some irrational 
manner, presents as a constant force which the 
ego strives to curb as a rival force. In everyday 
life the ego functions to ward off such fear and 
master it through intelligent, rational, realistic 
planning. 

Various ways in which the neurosis presents 
become intelligible if we view the ego as func- 
tioning in any of three modalities. each of which 
produces symptoms. 

1. The first method of reaction already has 
been suggested. The individual blocks all stimuli 
coming from without. The symptom here is total 
loss of consciousness, not through physical means 
but from emotional interaction—a fainting spell. 
Expressed in those dynamic terms of action and 
reaction which represent our present-day point of 
view, the ego is subjected to so great a degree 
of excitation that it cannot master it: a block- 
ing occurs so that all excitation is cut off. The 
person in whom this phenomenon has taken place 
responds to no outside stimulus. He has fainted. 
This is the meaning of the fainting seen in fright. 

I wish to point out the difference between this 
type of unconsciousness, which is the result of an 
emotional reaction, and that type which follows 
concussion. The latter is not a neurosis or an 
emotional reaction but is a definite physical in- 
teraction, the result of direct injury to the cells 
of the brain. The symptoms may be the same, 
however—unconsciousness. A person who is 
knocked unconscious does not need to know what 
hit him. His unconsciousness is a physical, or- 
ganic, neurologic commotion cerebri, a shaking- 
up by force of vital areas. In a neurotic uncon- 
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sciousness, i.e., a fainting, an individual first 
must be aware of the stimulus and he must react 
secondarily with a fright of such degree that 
blocking occurs. 

2. In contrast to such a total reaction of the 
ego, there are phenomena that are dissociative 
or part reactions, best known as hysteria. Until 
1880, no one believed that hysteria occurred in 
men. In fact, by definition (hystera meaning 
“womb”) it was considered a female disorder 
exclusively until the time of Charcot. It was 
Freud who presented to the Medical Society of 
Vienna a convincing portrayal of male hysteria, 
so convincing that his fellow scientists in Vienna 
expelled him from the society as being too far 
under the sway of the “romantic” French. The 
Medical Society’s action expressed the social at- 
titude of the times toward hysteriacs, and this 
attitude is present to this day among lay persons. 
lawyers and some doctors. For the diagnosis of 
hysteria often connotes effeminacy and carries 
the stigma of weakness, so that some persons look 
down on the hysteriac, often with contempt and 
frequently with ridicule. The hysterical individ- 
ual is a sick individual and is no more to be 


giggled at or scorned than is the paraplegic or 
the heart patient. 

3. Other reactions to trauma involve emotion- 
al disturbance and include anxiety, rage and con- 
vulsive attacks. Sleep disturbances are another 
example, with insomnia and typical traumatic 
dreams in which the individual, in sleep, is con- 
stantly warding off or reliving his traumatic ex- 
perience. Some of these symptoms are repetitive 
thoughts of which the person cannot free him- 
self; obsessive ruminative preoccupation appears 
to represent an attempt to master the intruding 
thought. Another form of emotional disturbance 
seen as a reaction to trauma consists of repetitive 
motor phenomena called compulsions, in which 
the individual attempts to discharge the intrud- 
ing tension which he has endured passively and 
cannot get rid of. These are known as obsessions 
and compulsions. 

There are a host of other symptoms of a psy- 
choneurotic nature which represent secondary 
complications originating in repressions. For 
when a person cannot control himself, his de- 
fenses break down and those emotions which are 
in repression—those which lie dormant, frequent- 
ly from childhood—come to the surface and de- 
mand that the ego develop another system of de- 
fenses to keep the disturbing feelings in check. 


(Continued on page A-42) 
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by cooking. 


Comparative tests of the growth-promoting 
values of the protein of uncooked and cooked 
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dish supplies a variety of vitamins and minerals 
important to daily nutrition, as well as readily 
available energy for the day’s activities. A dish 
of hot oatmeal and milk is a dish of sound 


nutrition. 


1. Facts on Oats: Report by the Research Laboratories of The Quaker 
Oats Company, 1955. 
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In other words, our ego, with which we meet the 
external world. may be overwhelmed with stimuli 
from without and from within. 

Symptoms may appear which the ego experi- 
ences as if they are alien or foreign to it. A typi- 
cal example would be the response of a person 
when he is aware that he cannot feel a pinprick 
over half of his body. With every psychoneurotic 
complication there occurs regression, a return to 
a more immature mode of adjustment, a return 
to childhood’s helplessness—and, altogether too 
often, a rather magical belief that the lawyer 
will “take care of everything.” It becomes evi- 
dent as this construction proceeds that only a 
certain proportion of the symptomatology can be 
laid directly to trauma, and that other matters 
are equally important. The previous personality 
of the individual, his stability and his emotional 
control are of equal importance. As each indi- 
vidual faces the world with varying degrees of 
maturity, stability and adaptability, so each in- 
dividual has a different threshold. 

The ego has quite a job to do. It receives im- 
pressions from the outside world, interprets what 
it sees and hears and prepares us for meeting the 
world, and organizes us for action. It also holds 
down that emotional excitation which comes from 
within. In the neurosis following trauma. that 
control of internal conflict is weakened and the 
ego suffers from a stirring-up of anxiety traced 
to those conflicts which had been lying quietly 
asleep—which had indeed been repressed. The 
injury which the person suffered may have been 
mild or severe; the real problem in relation to 
the extent of disability is the reaction of the per- 
son to his total situation, and it can best be vis- 
ualized as the ability or inability of the ego, of 
the personality, to master that anxiety which lies 
deeply repressed. 

It becomes clear that often there need not be 
actual physical trauma in an instance of neuros’s 
following trauma. This can be illustrated by a 
typical reaction of a person whose control is on 
a precarious perch when an explosive blast is 
heard. He may react with fainting spells even 
though the explosion occurred outside a concus- 
sion distance. Such a person reacts not to the ex- 
plosion but to the threat of death. 


How Is Neurosis Following Trauma 
Demonstrated? 


1. The history is essential, and it must elabo- 
rate sufficiently on the pretraumatic personality 
of the individual, demonstrating that he was es- 
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sentially free of symptoms but fundamentally 1 
free of neurosis. 

2. The inappropriateness of the sympto: 
must be recognized. 

3. Symptoms must be seen in their social ay 
cultural Often, a can! 
explain his symptoms and feelings on physi: 


context. person who 
grounds feels a secondary need to justify tho 
feelings. Here is where those tremendously i; 
portant changes occur which are so regressive 
that they clearly point out the infantile sources 
dependence, clinging. magic wishes, etc. 

| wish to deplore some of the attitudes which 
are evident in the courtroom when the question 
of a neurosis following trauma is introduced. 


The attitude toward a person who presents symp- 


toms that are not physically demonstrable ex- 
presses a particular social concept that often stirs 
up ridicule. Often, when such a person expresses 
inappropriate symptoms the observer responds 
with disbelief and frequently with anger. or oc- 
casionally with outrage. Such reactions (and | 
would include within the category of those ex- 
pressing them some physicians and attorneys) 
seem untoward. They are more than outraged 
incredulity or disbelief: they seem threatening 
They seem to stir up some unrest within the ob- 
server which demands that he become aggressive. 
All of us, when injured, react with instinctive 
hostility toward the person or object we think 
has injured us. Is it our particular task to fur- 
ther this resentment by spreading it from the 
person who was driving the vehicle that hit the 
injured individual, for example. to the insurance 
company which insured the vehicle, or to the 
company for which the driver works, or toward 
the attorneys who are defending both driver and 
insurance company? The symptoms of a trau- 
matized person, if stirred up. soon can involve 
all of society and change the entire nature of an 
individual’s personality. How often have we seen 
a person who becomes totally incapacitated after 
a minor injury, who clings and clings to his 
symptoms, his doctor, his lawyer and his injus- 
tice, and soon his whole life is wasted in a futile 
struggle to seek justice, which again and again is 
denied him. For almost 20 years the so-called 
“mad bomber” sought retribution against Com- 
monwealth Edison of New York. What untold in- 
jury he caused following what must have been 
first a minor injury and a major mishandling! 
It behooves the attorney, whether acting on 
behalf of the plaintiff or for the defendant. to 


(Continued on page A-44) 
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be extremely careful to observe the fundamental 
principles of equity in his attempts to win a 
judgment or protect a defendant. The individ- 
ual’s symptoms must be accepted for what they 
are and not ridiculed to a permanent resentment. 
Attorneys must be aware, if within them there 
yet remain feelings of contempt and scorn for 
those persons who are so constituted that they 
react to trauma with an inappropriate emotion- 
ality, that this scorn itself is “inappropriate” and 
that it may itself constitute a trauma of greater 
impact on the suffering individual than the initial 
trauma. 

Let us consider the point of view of the in- 
jured person, and let us attempt to rule out cul- 
tural and social factors for the moment. To the 
degree that the symptoms are unexplainable to 
the involved person or remain a mystery to him, 
to that degree do the symptoms of a neurosis, 
while subjective in nature, carry a validity of 
objective experience. 

The post-traumatic individual with lingering 
and mystifying symptoms who is involved in a 
claims case is exposed to many such uncertain- 
ties. Treated now with glove, now with contempt 
and disbelief, both his expectations of financial 
gain and his fears of permanent injury are stimu- 
lated by “his side”; whereas his already aroused 
resentment and suspicion as well as whatever self- 
doubts or guilt feelings he may have are worked 
on by the others—including lawyers, representa- 
tives, agents and expert witnesses for both sides. 
According to his temperament, he is just as 
likely to respond with guilt if he wins as he is to 
respond with resentment and a feeling of injus- 
tice if he loses. His picture of himself, if he is at 
all sensitive, becomes confusingly distorted and 
he winds up not really knowing whether he is a 
fake or a martyr, a hero or a villain. 


Malingering 


Malingering exists but it is rare. It is impor- 
tant that we look on malingering as a function 
of the ego. What is malingering? If the symp- 
toms which a person describes to a physician 
have as their origin some trauma to the ego, no 
case of malingering can be considered unadul- 
terated faking. If malingering is involved in the 
predominant needs which find origin in depend- 
ent, clinging, retributive aspects of the person- 
ality, they originate within the framework of re- 
gression and become again traits of a neurotic 
character. 

Gross malingering is extremely rare. The crude 


faking of blindness which was so common de 
ades ago is no more. When malingering is e 
countered, it is much more subtle. As I see it. t 
is an attempt to confound or confuse in an ai- 
tempt to gain—to confound the doctor and con- 
fuse the lawyer, or vice versa—to make much out 
of little, the goal being to get everybody involved. 
often in much ado about nothing. Such patients 
often gain much satisfaction by being “too difli- 
cult to diagnose,” and this satisfaction seems 
sometimes to outweigh in importance the purely 
financial gains which are traditionally regarded 
as the sole motivation for malingering. 


Conclusions 


A neurosis is a way of reacting to conflict. It 
is a compromise which is both incapacitating 
and a failure to accomplish what it sets out to do. 
It is an attempt to lessen tension, but, as its roots 
are deep in the unconscious, both its origin and 
its removal become factors far more formidable 
than the immediate precipitating cause. 

In this setting, a traumatic neurosis becomes 
intelligible, as an explosion set off by a force 
which just overbalances those forces kept in 
check by the everyday functioning personality. 
Some persons have a slim grasp on stability: it 
does not take much to make the difference be- 
tween health and sickness. We must regard the 
person who suffers from a neurosis with extreme 
care so that we do not project our system of 
values on him and compound the illness by add- 
ing that degree of scorn, contempt and pity which 
sometimes forces the sufferer to protest with an 
even greater degree of demonstrable evidence of 
suffering—meaning more neurosis. 

Perhaps not enough discussion was given to 
the economic, social and cultural aspects of neu- 
rosis. They are of tremendous importance, par- 
ticularly as a neurosis develops. Some of the 
most unexplainable, strange and_ inconsistent 
symptoms appear as the patient presents his ill- 
ness before a professional man. Symptoms serve 
for gain, both conscious and unconscious. Symp- 
toms also convey an extreme feeling of guilt that 
the individual cannot manage his affairs better. 
When a patient describes symptoms of a neurosis 
to a doctor who does not wish to recognize emo- 
tional factors, hostility usually ensues. When a 
man suffers a head injury without actual brain 
damage, the problem of neurosis may far over- 
shadow the’ organic factors, if any exist, for the 
brain is overdetermined as a most valuable or- 


(Continued on page A-47) 
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Forensic Medicine 
gan: and when, in a case of trauma, a focus 
within the cranium is anticipated, the injured 
person may respond to the social and cultural 
overdete mination of the head with symptoms 
simulating physical illness. 

An injured person likewise presents a social 
problem. He resents the person who caused the 
injury, whether by accident or by direct intent. 
This resentment may spread from the individual 
responsible to the company for which he works 
and to the insurance corporation. An attitude 
toward those responsible in the nature of a social 
neurosis becomes superimposed on the trauma, 
and frequently the injured person’s point of view 
toward life is changed. for his world centers 
around his symptoms, his goal is justice, and his 
attitude toward his doctor and probably toward 
his lawyer is one of clinging dependence. His 
personal problems have become so overwhelm- 
ing, so engrafted on the symptoms due to injury 
proper, that the sum total constitute a neurosis 
in which the factors due to trauma must be sepa- 
rated from those due to hostility. 

The question of malingering is a complicated 
one. We must leok on it as a manner or pattern 
in which an ego functions in everyday life. The 
ego responds to injury with hostility, anxiety 
and dependence. | have not seen a case of ma- 
lingering that was pure faking. Malingering seems 
to be a more histrionic response of the ego if 
there appears to have been injury in fact. 

How many patients whom we consider malin- 
gerers are truly attempting to exert omnipotence. 
to master the physician, to confound and confuse 
him? To befuddle everyone appears to give some 
people much satisfaction. especially to cause con- 
flicts among medical experts. This. I think. is a 
gain which is best called a secondary gain, from 
the neurosis. The person who functions in this 
way considers himself in an almost paranoid 
light. feels that his symptoms are “too compli- 
cated” for the medical profession to solve. He 
frequently wanders off to quacks. where he re- 
peats his performance. 

The simplest and most concise rule to follow 
to demonstrate the presence of a neurosis in- 
volves the preparation of a careful history, the 
critical report of the symptoms described by the 
patient, and an explanation of the meaning of 
those symptoms, as far as that is possible. The 
inappropriate, bizarre symptoms are as impor- 
tant as are those which are appropriate and not 
unique. A demonstration of these various factors 


points the way toward the diagnosis of neurosis. 
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Acne—This common 
ailment is still a difficult 
problem. Dr. R. M. B. 
MacKenna of St. Barth- 
olomew’s Hospital recent- 
ly devoted a lecture, given 
hefore the Royal College 
of Physicians, to a review 
of its vast literature and 
to a reassessment of its causes and treatment. 





\cne is defined as a dynamic skin reaction 
characterized by the presence of comedones and. 
usually, but not necessarily, of papules and pus- 
tules. It is a syndrome in which neither exo- 
genic agents nor medicaments are primary causes, 
though they may be exacerbating factors. The 
condition is found in so many young persons 
that it can be regarded as a physiologic mani- 
festation at the time of puberty and as an ab- 
normality only when it ceases to be very mild 
and is obviously noticeable. There are numerous 
hypotheses about the manner in which the co- 
medo forms; the most acceptable theory appears 
to be that the hair in each pilosebaceous follicle 
assists the evacuation of sebum and cellular de- 
bris, and. if the hair growth is affected to such 
an extent that a new hair has not grown sufhi- 
ciently to take over follicular drainage before its 
predecessor in that follicle is shed, the stage is 
set for the formation of a comedo. 

Regarding the influence of diet, the only gen- 
erally unanimous opinion among dermatologists 


is that chocolate is harmful. While at present 
Dr. MacKenna holds the opinion that the hor- 
monal explanation of acne is of fundamental 
importance, as a clinician he believes that, in 
most cases, the eruption is due to a malevolent 
synthesis between fundamental and subsidiary fac- 
tors. There is evidence of a definite relationship 
between emotional states and sebaceous activity, 
and this has a marked effect on acne subjects. 
In seborrheic cases, the absorption of sulfur into 
the skin probably indicates that this element, the 
use of which is hallowed by tradition, does more 
than destroy or weaken the horny lamellae which 
close the affected glands. 

Treatment of duodenal ulcer—Vagal re- 
section for the treatment of duodenal ulcer has 
not been accepted generally in England, so it is 
of particular interest to have the results of this 
method of treatment by Dr. A. A. MacKelvie of 
Stirling (Brit. M. J. 1:321 [February 9] 1957). 
Dr. MacKelvie treated a series of 473 consecu- 
tive cases, from 1947 to the end of 1955. The 
patients were entirely unselected, the only excep- 
tions being (1) those who refused surgical treat- 
ment, (2) those seen first with severe hemor- 
rhage which was impossible to control by any 
means other than a direct attack on the site of 
hemorrhage in the ulcer, and (3) those first 
seen with acute perforation requiring immedi- 
ate closure. 

The total mortality from operation was 2.1 per 
cent, including two cases of paralytic ileus and 
three cases of pulmonary embolism. There was 
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As clinical reports on resistance of common pathogens to antimicro- 
bial therapy gain increasing prominence,!* need for broad-spectrum 
antibiotic therapy to which resistance is less likely to develop 
becomes even more apparent. Particularly troublesome are the 
staphylococci, which often fail to respond not only to commonly used 
antibiotic therapy but also to agents more recently introduced.*!° 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) has maintained 
most of its original effectiveness against strains of staphylococci and 
against other sensitive pathogens.?*'!-!5 “The fact that so few strains 
were found to be resistant to chloramphenicol [CHLOROMYCETIN] 
made it possible for the clinicians to turn to this antibiotic when 
such a large proportion of strains was observed to be highly resistant 
to the other commonly used antibiotics.”* 


CHLOROMYCETIN is a potent therapeutic agent and, because certain 
blood dyscrasias have been associated with its administration, it should 
not be used indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 
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Medicine From Abroad 


no death in the last 200 consecutive cases. Vagal 
resection alone was the operation in 118 cases. 
but its indifferent results and the high rate of 
secondary gastroenterostomy required (23 cases ) 
forced Dr. MacKelvie to add gastroenterostomy 
to the original nerve operation. Vagal resection 
combined with retrocolic gastroenterostomy was 
performed in 332 cases; nine patients died from 
the operation (an operative mortality of 2.7 per 
cent): of the 323 survivors, seven died of inter- 
current disease unrelated to the operation or 
ulcer. These patients were free of dyspepsia, etc.. 
to the date of death. Of the remaining patients. 
10 were not included in the assessment of the 
final results, as they had been followed for less 
than a year. The results were excellent in over 
90 per cent of the other cases. It seems likely 
that equally good results may be obtained by 
vagal resection combined with pyloroplasty. 
These results are at least as good as those follow- 
ing partial gastrectomy, and the operative mor- 
tality is appreciably lower. 

Solution of a surgical dilemma—lIn the 
clinical section of the Royal Society of Medicine. 
an unusually interesting case was reported re- 
cently by Dr. Geoffrey Flavell. thoracic surgeon 
at the London Hospital. The patient was a police 
inspector. aged 43. In 1953. mass miniature 
radiography revealed a large emphysematous 
bulla at the apex of his right lung. occupying 
much of the pleural space. As it was asympto- 
matic, the patient refused operation. He remained 
well until August 1955, when a cough and fever 
developed: x-rays of his chest showed a patchy 
opacity over most of the upper lobe of his left 
lung. Th's was thought to be inflammatory, but 
as it did not resolve completely with antibiotic 
therapy. he was bronchoscoped. A bronchial can- 
cer was found growing from the left upper lobe 
orifice. Therefore, it was decided (1) to treat 
the growth with deep rays in order to render 
lobectomy feasible: then (2) to operate first on 
the right lung to remove the bulla and thus 
secure maximum efficiency: and finally (3) to 
operate on the left lung and remove the growth. 
By February 1956, bronchoscopy showed the 
growth to have regressed and to be operable by 
lobectomy. Two very large bullae, with a volume 
of about a liter, were excised from the upper lobe 
of the right lung, and dyspnea was wholly re- 
lieved. Next. the upper lobe of the left lung was 
removed without difficulty; but, as in the next 
few weeks the left lower lobe showed signs of 
increasing emphysema, a left apical thoracoplasty 


was performed to obliterate dead space and pre- 
vent overexpansion of the lower lobe. By June 
the patient was completely well and working, but 
in September he complained of a persistent oc- 
cipital headache; and, suspecting a metastasis. 
Dr. Flavell referred him to his neurosurgical 
colleage, Dr. J. Crawford. The diagnosis was 
confirmed by ventriculography, and Dr. Craw- 
ford performed a posterior fossa craniotomy and 
removed a_ well-defined secondary deposit of 
bronchial carcinoma from the right lobe of the 
cerebellum. No other deposits were in evidence. 
The patient made an uninterrupted recovery. 

John Hunter and medical education—The 
annual Hunterian oration on St. Valentine’s Day 
was given this year by Sir Ernest Finch. the 
Sheffield surgeon, who spoke on the influence 
of the brothers Hunter on medical education. 
John Hunter had practically no formal educa- 
tion, which makes one ponder on the effective- 
ness of trying to force people into a common 
mold. Indeed, the heart attack which caused 
John Hunter’s death was brought on by his vig- 
orous protests about the advisability of his teach- 
ing two would-be pupils whose education fell 
short of official requirements. 

John Hunter came to London in 1748 to as- 
sist his brother William (who had entered St. 
George’s Hospital as a surgeon’s pupil in 1741) 
in teaching anatomy. Their teachings became 
famous and attracted students from all over the 
world. Returning home, the pupils carried with 
them the methods of the Hunters, and founded 
similar medical schools at the College of Phila- 
delphia, the New York Hospital, and in other 
locations. In his lectures, John Hunter presented 
his students with a fully integrated subject. but. 
with the growth of science, subjects were pre- 
sented more independently of each other. It was 
for the universities to restore their integration. 


COMMENT ON REPORT FROM LONDON 


To Tue Epitor: 

I wish to call to your attention the fact that 
your British correspondent in his summary re- 
port of an article by Brockis and Jones on “Acute 
pancreatitis treated with cortisone” is perpetuat- 
ing an erroneous statement of theirs which they 
in turn may have picked up from an article to 
which reference is made in your correspondent’s 
report (New England J. Med. 252:494. [February 
17] 1955). 


(¢ ontinued on page 1-60) 
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The erroneous statement is that, prior to their 
(Brockis and Jones) report, only one case of 
pancreatitis treated with cortisone had been re- 
ported. (The New England Journal of Medicine 
article stated that no previous report could be 
found. ) 

In the A. M. A. Archives of Surgery (August 
1952. p. 307). a report appears of a case of acute 
hemorrhagic pancreatitis treated with cortisone. 
One of the coauthors of this report is H. Stephen- 
son. Jr.. M.D.. now chairman of the department 
of surgery at the University of Missouri. I am 
calling this matter to your attention rather than 
to the original authors because the British Medi- 
cal Journal is not available to me here, and so | 
have not read their original report. 

GeorceE X. TRIMBLE, M.D. 
Youngstown, Ohio 


PARIS 


Peptic ulcer as a he- 
reditary disease—F or 
several years Professor 
Dubarry of the Bordeaux 
medical faculty has studied 
the relationship of heredity 
and genetics to peptic ul- 
cers of the stomach and the 
duodenum. He has now of- 
fered supporting evidence for a hereditary pre- 
disposition which he believes is the most impor- 
tant factor. 

(Among &00 cases, he found 50 patients whose 
family histories revealed two or more ulcers in a 
direct line of descendance. Diagnosis was based 
on both clinical symptoms and radiologic find- 
ings and only the authentic cases were included. 
Thus. he was able to select 6.25 per cent of the 
available patient material, although, according to 
the rules of probabilities, with so many subjects 
expectations should not have been higher than 
3 in 10,000. 

On the other hand, there were three males to 
each female patient (80 per cent of the patients 
were males), a fact which also had been observed 
in all other countries. From calculations based 
on Pierson’s X* test, we therefore may conclude 
that (1) there is a hereditary factor in all cases 
of peptic ulcer, and (2) this factor is recessive. 

The ratio of males to females indicates that 
this heredity factor is linked to the sex chromo- 
somes. We must also assume the interaction of a 
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second pair of recessive genes that are not linked 
to the sex chromosomes; this would explain the 
nonulcerating disorders which occur in the gas- 
troduodenal tract of parents and relatives of ulcer 
patients. 

The author quotes several related observations 
such as that on the series of 29 pairs of twins 
studied by Levrat—in 24 pairs both twins had 
ulcers and in the five remaining pairs. only one 
twin had ulcers. Other observations concerned a 
family in which the father and his seven sons 
had ulcers and one in which the father. five sons 
and a daughter all had peptic ulcer. 

However, only a small number of the predis- 
posed persons are actually affected. The “pene- 
trance” of the genes is variable, and one must 
also recognize other factors. A racial hereditary 
factor has been discovered in and around Bor- 
deaux, where there are many people of Spanish 
extraction. These people are more frequently af- 
fected by ulcers than those of pure French origin. 

There are also conditions which prepare the 
ground for ulcers. The most understandable 
among them is an autonomic imbalance with 
overactivity of the vagus nerve. In 30 per cent 
of the cases of ulcer, hepatic and intestinal dis- 
turbances are easily recognized. Many other fac- 
tors are conveniently designated to explain the 
ulcer-forming process—allergy, reflux of duo- 
denal contents into the stomach, and inflamma- 
tion which lowers mucosal resistance, as well as 
attacks of alcoholic gastritis, gallstones and para- 
sitic infestations of the bowel. 

Peptic ulcer is a disease which progresses in 
stages more or less separated by time intervals. 
For its action an intercurrent cause will find its 
terrain prepared by heredity and by the func- 
tional digestive changes. The precipitating stimu- 
lus invokes a strong vasomotor reaction which is 
the determining element of the ulceration. Such 
a vasomotor reaction is provoked by a stress 
which could be medicinal (as the well-known 
action of cinchophen, cortisone and phenylbuta- 
zone), allergic and, very often, mental. It is in 
this last way that we can allege the psychosomatic 
origin of peptic ulcers. 

These explanations do not exhaust all the de- 
velopmental circumstances of ulcers. We did not 
mention the age factor or the reason for the sea- 
sonal rhythmicity of exacerbations in the course 
of ulcer which, in the Bordeaux region, are most 
frequent arourd the time of the two equinoxes. 

With no claim to have covered everything, the 


(Continued on page A-62) 
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author believes that his hypothesis on the par- 
tially sex-linked heredity factors includes almost 
all cases of gastroduodenal ulcers. (Presse méd. 
64:1857, 1956; 64:1968, 1956.) 


MADRID 


National plan for 
treatment of abnormal 
children—The problem of 
providing special education 
and training for abnormal 
children exists in all coun- 
tries. During the past cen- 
tury in Spain, studies have 
been made and plans have 
been put into operation for the education of 
deaf mutes and for the rehabilitation of mentally 
retarded young persons. In 1910, a patronage. 
which has kept abreast of the progress in train- 
ing methods. was established for deaf mutes and 
for blind and abnormal persons. With the Mini- 
ster of National Education as president, the Na- 
tional Patronage for Abnormal Children was 
founded in March 1956, thus putting on a na- 
tional basis the special education and _ rehabili- 
tation required for an important sector of the 
youth of Spain, who, because of congenital handi- 
caps. accidents in infancy, or environment, have 
deficiencies which require special treatment for 
correction. 

Institutions which have been established in 
Spain for the care of abnormal children include 
the National School for Abnormals: the Patron- 
age of Fray Bernardino Alvarez in Carabanchel, 
created by the Minister of the Interior: the Men- 
tal Hygiene League; municipal schools; the Bar- 
celona school, directed by Dr. Simarro; and 
private schools. The institutions are co-ordinated 
under the National Patronage for Special Educa- 
tion, a national organization which was formed 
by recognized authorities and specialists in the 
fields of medicine and pedagogy. Setor Miguel 
Baena, Delegate-Director of the National Deaf 
Mute School, is secretary of the organization. 
and Senor Tena Artigas. the Director General of 
Primary Education, is president of the perma- 
nent committee. The purpose of the National 
Patronage for Special Education is to create a 
national plan which includes training in voca- 
tions and social adaptation for those capable of 
receiving adequate education in special centers. 

One of the most outstanding centers in Spain 
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for special education is the National School for 
Abnormals, located in Madrid. Under the direc- 
tion of the Ministry of National Education, this 
school is widely recognized for its 30 years’ work 
with mentally deficient children. Since its found 
ing. in 1922, by the present directress, Dora 
Maria Soriano, 5500 clinicopedagogic case his 
tories have been recorded. 

This school has all the necessary requirement: 
for the education of abnormal children. Pleasant 
rooms and a garden contribute to the homelik: 
atmosphere. Modern equipment is provided for 
treatment and correction of sensory and physical 
defects. Scientific methods of special training are 
employed, such as the use of hyperacoustics to 
correct the speech defects of unusually tempera- 
mental children. 

Diagnosis and classification of the patients 
and orientation of their families are services pro- 
vided by a public neurologic and psychiatric 
children’s clinic under the direction of Drs. Vaz 
quez Velasco and Vallejo-Najera Botas. The diag- 
nosis clearly reveals the problem presented by 
each patient. A thorough physical, neurologic. 
psychiatric, psychologic and pedagogic examina- 
tion is given each child after he has been ob- 
served with his family and at play. In order to 
conduct such an examination successfully, it is 
necessary to gain the affection of the child. He 
is naturally resentful and his sensitivities are 
easily hurt by a hostile social atmosphere. 
Through gentle treatment and the use of games. 
the worker may gain the patient’s confidence and 
affection, thus effecting changes in his character 
which make mental development possible. As a 
result of the training provided by the school 
workshop, many patients recuperate and become 
adjusted to a normal social life; some do not 
respond to the treatment and ultimately are com- 
mitted to an asylum. Others require repeated 
treatment in order not to lose what has been ac- 
complished in their rehabilitation. After the 
physicopedagogic treatment is completed in the 
school, the patients are placed in homes which 
are under the observation of the school. 

More of these schools are needed for persons 
from 16 to 20 years of age, in order that, through 
mental rehabilitation and occupation, treatment 
may be continued and the recurrence of illnesses 
prevented. Although highly detailed plans have 
been made for expanding the number of these 
school workshops, the necessary financial sup- 
port is not available. 


(Continued on page A-64) 
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AMSTERDAM 


Benign duodenal 

cyst—Professor Dr. J. 

Slooff (Maandschr. v. kin- 

dergeneesk. 24:367 [No- 

vember] 1956) has de- 

scribed the fourteenth 

case of a benign duodenal 

cyst reported in the 

world’s literature. For 

about four years the pa- 

tient. an 1] year old girl, hed had attacks of 
pain in the upper part of the abdomen, without 
vomiting or other complaints. The attacks had 
occurred especially at night. Physical examina- 
tion and studies of the urine. blood and feces 
showed no abnormalities. Gastroduodenal x-ray 
examination revealed a circumscribed, convex. 
immobile swelling about 3 cm. in diameter in 
the descending part of the duodenum, arising 
from the medial wall. The duodenal mucosa was 
quite normal everywhere. These clinical symp- 
toms and x-ray findings pointed to the existence 
of a cyst, which seems to be one of the forms of 
duplication of the intestine. Duplications can 
also show up as a doubling of the intestine for 
some distance: as a diverticulum when there is 
a small duplication: as a cyst when the lumen 
of the diverticulum is shut off: or as aberrant 
pancreatic tissue. 

Operation showed that this girl had a cyst. 
which was completely removed. Microscopic ex- 
amination revealed that its wall consisted of 
normal duodenal mucosa with a few Brunner’s 
glands. Symptoms disappeared after operation. 

Vaccination against smallpox in very 
young infants—In 1872 vaccination against 
smallpox was made obligatory by law in Hol- 
land. Religious conviction and medical contra- 
indication were grounds for noncompliance. 

In 1924, however, F. S. van Bouwdijk Bas- 
tiaanse described some cases of encephalitis that 
began about 10 days after a primary vaccina- 
tion. Since it was impossible to require people to 
submit to a vaccination that might be danger- 
ous, the law was abolished in 1928. Postvaccinal 
encephalitis was also observed in other west 
European countries but not in the United States. 
Though the causal organism is still unknown, it 
is most probably a widespread commensal virus 
which attacks after smallpox vaccination. 

Investigations of the frequency of the disease 
revealed that the risk after a primary vaccina- 


tion in children older than two years was 1:3000: 
in children less than two years, 1:20,000, and 
after a revaccination 1:50,000. When these data 
became known, a new law was passed in Holland 
in 1939, which urged people to have their chil- 
dren vaccinated before they were two years old. 
Serious objections of any kind were, however. 
respected. Most children were thereafter inocu- 
lated between the ages of 6 and 12 months, but 
investigations continued as to the earliest time 
at which a vaccination could be successful. 

Dr. H. J. Doorschodt (Maandschr. v. kinder- 
geneesk. 25:1 [January] 1957) has reported his 
experiences with very young infants. He vac- 
cinated more than 1000. and divided them into 
three groups according to age: 6 to 14 weeks. 
1414 weeks to 6 months, and 6 to 12 months. 
He obtained samples of blood before and three 
weeks after a successful vaccination and deter- 
mined the amount of antihemagglutinins and of 
neutralizing antibodies in the serum. Smallpox 
virus causes agglutination of chicken erythro- 
cytes, while viruses mixed with antiserum do 
not cause this hemagglutination. Smallpox virus 
inoculated on the chorio-allantois of an 11 day 
old incubated chick embryo causes white necrotic 
spots. This is prevented by the addition of anti- 
serum. In the youngest age groups, the titers of 
these antibodies tended to be somewhat lower. 
but a reasonable amount formed even in the se- 
rum of very young infants. 

The vaccination must be carried out with great 
care to be successful. Those infants who did not 
yet move about showed no serious symptoms of 
illness after the vaccination. Often they did not 
have any fever. Dr. Doorschodt, therefore, ad- 
vised having children vaccinated before they are 
three months old. 

Smoking and lung cancer—The Dutch gov- 
ernment asked the Gezondheidsraad (Health 
Council) for information about the possible rela- 
tidnship between smoking and lung cancer. The 
Council's report appeared in the Nederlandsch 
tijdschrift voor geneeskunde (March 9, 1957, 
p. 459). 

The investigators advised that the government 
address a careful warning to the younger peo- 
ple. stating that (1) there has been an increase 
of both smoking and lung cancer: (2) though it 
is not possible to prove a cause-and-effect rela- 
tionship, neither can the converse be proved: 


and (3) it would be wise, therefore, for young 
people not to start smoking. as it is difficult to 
stop the habit once it is acquired. 
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Tetracycline Buffered with Phosphate 


CAPSULES—Each capsule (pink) contains tetracycline equivalent to 250 mg. of 
tetracycline HCl, phosphate-buffered. Bottles of 16 and 100 capsules. 


SYRUP—Each teaspoonful (5 cc.) of orange-flavored syrup contains 125 mg. of 
tetracycline HCI activity, phosphate-buffered. Bottles of 2 and 16 fl. oz. 


dosage: 6-7 mg. per Ib. of body weight per day for children 
and adults. 
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MERCK SHARP & DOHME 


announces an important 


new ‘‘psychotropic” agent 


*‘SUAVITIL’ 





An entirely new approach to the medical problem of mild 
anxiety states, tension, depression and compulsion. 


‘SUAVITIL’ relieves anxiety without producing depression 
or drowsiness ...assists patients to deal more construc- 
tively with the situations which produced such anxiety. 


SUAVITIL’ differs fundamentally from any 
of the substances currently used in this field. 
‘SUAVITIL’ has been reported to be, in many 
cases, the only agent indicated in the treat- 
ment of depression. 


SUAVITIL causes no euphoria and leaves the 
quality of thinking virtually unchanged. It im- 
poses no sedation and has no hypnotic effect, 
although it relieves sleeplessness by reducing 
repetitive thinking (futile rumination). 


What it is 


Til’ (benactyzine hydrochloride) is a 
centrally acting psychotherapeutic agent with 
selective activity on various functions of the 
brain. It is believed to act essentially by in- 
hibiting the transmission of nerve impulses 
between neurons. 


may best be described as an anti- 
phobic, antiruminant, “mood normalizer”. It 
has been extensively used in Engiand and Den- 
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mark, and clinicians report that it effectively 
relieves tension, anxiety and depression in a 
majority of their psychoneurotic patients. Sub- 
jective benefits have been described by pa- 
tients in the following terms: “I feel calm”; “It 
is a feeling of well-being”; “I feel soothed”.' 


What it does 


SUAVITIL’ offers a new and specific type of 
neurochemical treatment for the patient who 
is disabled by anxiety, tension, depression, or 
obsessive-compulsive manifestations—whether 
the anxiety is founded in fact or whether it has 
become a neurotic state, out of proportion to 
environmental stimuli. 


Absorption and tissue distribution 


AVITIL+ is well absorbed and rapidly dis- 
tributed in all tissues. However, except for 
CNS tissue it is rapidly metabolized out of all 
other tissues. Onset of effect is rapid, within 
20 to 30 minutes. 
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Essentially nontoxic 


No toxic effects have so far been reported in 
300 clinical cases taking up to 40 mg. a day 
for several months. In man, single oral doses 
as high as 90 mg. have been taken without evi- 
dence of toxic effects. Chronic toxicity studies 
in animals have shown no signs of drug tox- 
icity. Urine, plasma, liver and heart studies 
have all been within normal limits. 


Indications 


AVITIL’ Tablets are specifically recom- 
mended in the treatment of mild anxiety states 
associated with obsessive-compulsive reac- 
tions. The efficacy of ‘“SUAVITIL’ in these in- 
dications is unique. Some “tranquilizers” not 
only are of limited or no value but in many 
cases are contraindicated because they may 
produce or deepen depression.” 


AVITIL’ is of value in the treatment of 
mild anxiety, tension and depression, accom- 
panying functional disorders such as dysmen- 
orrhea, the menopause, psychosomatic disor- 
ders of the gastrointestinal tract, psychogenic 
asthma, compulsive drinking, various derma- 
toses, preoperative apprehension and inade- 
quate personality. 


SUAVITIL’ may often be useful when used 
together with other agents in the total man- 
agement of psychoneurosis. 


‘SUAVITIL’ has a subtle action. Since the on- 
set of the drug’s effect is smooth and without 
major emotional upheaval, the patient must 
be evaluated objectively for favorable re- 
sponse. In contrast, disorientation, confusion, 


and neurological disturbances are frequently 
encountered in association with the adminis- 
tration of “tranquilizers”. These changes may 
occur abruptly, and cause discomfort and em- 
barrassment to the patient. 


Recommended Dosage — Initially, one tablet 
(1.0 mg.) three times a day for two or three 
days. This dosage may be gradually increased 
to 3 mg. three times a day until beneficial re- 
sults are obtained. These results may appear 
soon after initiation of therapy or they may be 
delayed for a week or two. 


When ‘SUAVITIL’ is given to replace a bar- 
biturate, the barbiturate should be gradually 
withdrawn over a period of four to seven days 
to enable the effect of ‘“SUAVITIL’ to become 
established. No addiction or withdrawal symp- 
toms have been observed with ‘SUAVITIL’. 
Mild atropine-like side effects may be encoun- 
tered early in treatment, but are inconsequen- 
tial and disappear rapidly. 


‘SUAVITIL’ like other anticholinergic agents, 
should not be used in conditions such as glau- 
coma. It should be administered with caution 
for conditions other than those specifically 
mentioned under “indications” above. 


Supplied 
‘SUAVITIL’ (benactyzine hydrochloride) is 
supplied in bottles of 100 scored tablets, each 
tablet containing 1.0 mg. of benactyzine hy- 
drochloride. 
References: 1. Davies, E. Beresford: A new drug to relieve anxi- 
ety, Brit. M. J. 1:480 (March 3) 1956. 2. Alexander, L.: Thera- 


peutic process in electroshock and the newer drug therapies, 
J.A.M.A. 162:966 (Nov. 3) 1956. 


*“SUAVITIL’ is a trademark of Merck & Co., Inc. 
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Management of Urinary 


Tract Infections 


PAUL S. RHOADS* 


Vorthwestern University Medical School, Chicago 


Ir is common knowl- 
edge that the majority 
of the microorganisms 
that invade the urinary 
tract are those that nor- 
mally inhabit the colon 
and the external part of 
the urethra and vagina. 
It is known also that a 
variety of antibacterial 
agents now in common 
use, if administered in 
adequate dosage, will quickly bring the local 
and systemic manifestations of infection under 
control. However, it has been shown that un- 
less the circumstances bringing about the in- 
fection are eliminated permanent control can- 
not be achieved. Thus, the majority of urinary 
tract infections are not cured by a single 
course of antibiotic therapy. Also recognized 
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is the fact that urinary infections often are 
due to multiple microorganisms. One bacteri- 
um may be eliminated by therapy and another 
may remain, or if a single microorganism is 
cultured originally it may be replaced by an- 
other when reculture is performed after a 
round of treatment. 

What is not known with certainty is the 
exact route by which invading bacteria enter 
the urinary tract and set up a nidus of infec- 
tion there, and also how often the microor- 
ganisms cultured are introduced by the cathe- 
terization required to obtain the culture or by 
other instrumentation. What is known is that 
any lesion which obstructs urinary flow will 
eventually result in a urinary tract infection. 

With these facts and gaps in our knowledge 
in mind, let us proceed to a practical outline 
of management of these infections by the aver- 
age practicing physician. The symptoms 
which usually cause a patient to present him- 
self for help are frequency, dysuria, a feeling 
of fullness and incomplete emptying of the 
bladder, and backache. Often the urine is 
cloudy and occasionally it is frankly bloody. 
Such symptoms together with the finding of an 
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TABLE 1 


CAUSATIVE MICROORGANISMS IN 1,174 CASES OF 
Urinary Tract INFECTION 





PER CENT 

CASES OF TOTAL 
Esch. coli 450 46.39 
Str. faecalis 192 19.79 
Ps. aeruginosa 98 10.10 
Staph. albus and aureus 61 6.28 
B. proteus 57 5.87 
A. aerogenes 48 4.94 
Uycobacterium tuberculosis 25 2.67 
Gaffkya tetragena 13 1.34 
K. pneumoniae 12 1.23 
Hemolytic streptococci 4 0.41 


Neisseria catarrhalis 4 0.41 
B. subtilis 2 0.20 
Alcaligenes faecalis ] 0.10 
Pneumococcus 1 0.10 
4 17.37 


Multiple microorganisms* 20 





*The combination of Esch. coli and enterococci occurred 
in 76 cases (6.47 per cent). 


excess of leukocytes or erythrocytes, or both, 
in microscopic examination of the urinary 
sediment make one reasonably sure that ure- 
thritis or cystitis, or both, are present. If a 
great many casts are seen and if fever of con- 
siderable degree and backache are also pres- 
ent, particularly if preceded by a chill, the 
patient very likely also has acute pyelonephri- 
tis. Quite often pyuria is discovered on rou- 
tine urinalysis when no local or systemic 
symptoms to suggest urinary tract infection 
are present. If external contamination is ex- 
cluded by collecting another specimen that 
contains pus after a vaginal douche in the 
female, or by inspection to see if there is no 
external purulent exudate in the male urethra, 
one may assume that a urinary tract infection 
is present in spite of lack of symptoms. 
Occasionally, patients with protracted, ob- 
scure fever or with continued urinary dis- 
orders are encountered whose urine does not 
contain an excess of leukocytes but is found 
by staining of the sediment of freshly passed 
urine or by culture to have an active infection 
present. This occurred in 6.74 per cent of the 
cultures we made in a study in 1952." 
Selection of the proper antibacterial agent 
for a given patient depends on identification 
of the causative microorganisms. Definitive 
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cure depends on recognition and correction 
of the condition which predisposed to bac- 
terial invasion. 

Thus, every patient in whom urinary tract 
infection is suspected deserves a, complete 
physical examination including examination 
of the external genitalia and a pelvic examina- 
tion in women or a rectal examination in men. 
At the same time a bacteriologic diagnosis 
should be made if possible. In the male, cul- 
ture of a “clean” specimen often is adequate. 
To be reliable, however, it must be collected 
after the physician himself, or a professional 
assistant trained in the technic, has washed 
the glans penis with soap and water, rinsed 
it with sterile water, and had the patient pass 
the urine into a sterile container after empty- 
ing the bladder partially into the toilet or bed- 
pan. In females, especially young girls having 
what is presumed to be their first urinary in- 
fection, it may be inadvisable to collect a 
catheterized urine specimen and thus risk 
superinfection from microorganisms _ intro- 
duced into the urethra, unless examination 
reveals evidence of urine retention in the 
bladder. Such patients may usually be given 
a round of treatment with an agent known to 
have a broad antibacterial range such as a 
sulfonamide preparation or tetracycline, re- 
serving catheterization for a check on the 
urine if the infection fails to remain under 
control. 

In aseries of 1,174 cultures the causative 
microorganisms were distributed as indicated 
in table 1. In 17.37 per cent, two or more 
types of bacteria were found on the first cul- 
ture made. In 34.38 per cent, recultures after 
a round of antibacterial treatment showed that 
the microorganism originally cultured had dis- 
appeared; but a different species had replaced 
it. Since the sensitivity of these microorgan- 
isms to the various antibiotic agents varies 
greatly, as will be shown later, it is no longer 
defensible in persistent infections to plan the 
antibacterial attack without this most essen- 
tial knowledge. 

If searched for carefully, the obstructive or 
infectious lesion responsible for urinary tract 
infections can be found in more than 75 per 
cent of cases. Of the nonobstructive causes 
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TABLE 2 
Location oF OpstructinG Lesions OR PROBABLE SOURCE OF INFECTION IN 548 
Cases oF Urntnary Tract INFECTION* 





Upper urinary tract (152 or 36.7 per cent) 


Renal or ureteral calculus 58 
Hydronephrosis; obstruction at ureteropelvic 

junction 27 
Nephroptosis with obstruction 16 
Tumor of kidney or ureter 15 
Tuberculous pyelonephritis with secondary 

infection 13 
Ureteral stricture 1] 
Double kidney and ureter 10 
Polycystic disease of kidneys ] 
Pyelitis of pregnancy l 


Lower urinary tract (262 or 63.28 per cent) 


Urethral stricture cr urethritis (including 


congenital stricture) 81 
Benign prostatic hypertrophy 62 
Carcinoma or papilloma of urinary bladder 34 
Cystouretkrocele 32 
Spinal cord lesions and indwelling catheter 25 
Acute prostatitis 9 
Interstitial c,stitis and elusive ulcer 8 
Acute or chronic vaginitis 5 
Fistula between bladder and vagina or bowel } 
Calculi in urinary bladder 2 





‘Urinary infection without roentgenologic or cystoscopic 


structing outflow of urine, 414 (75.54 per cent). 


which, of course, lend themselves most easily 
to treatment—the most common are vaginitis, 
anterior urethritis, trauma to the urethra 
(“honeymoon cystitis”), acute and chronic 
prostatitis and enterocolitis—the latter espe- 
cially in children. These can usually be recog- 
nized by the average internist or general prac- 
titioner without employing instrumentation. 
Unless they are dealt with along with the an- 
tibacterial attack on the urinary infection, the 
patient seldom will be cured. 

Of the obstructive predisposing lesions, ap- 
proximately two-thirds are in the urethra or 
bladder, and one-third in the ureters or kid- 
neys (table 2). By far the most common of 
these obstructions are cystourethrocele in wom- 
en, prostatic hypertrophy in men, and urethral 
stricture in both sexes. While any clinician 
can recognize the two former conditions, dis- 
covery and elimination of most of the other 
causes lie in the realm of the urologist and 
often the gynecologist. In our previous expe- 
rience, when patients with obstructive lesions 
were repeatedly checked over a period of 7 
to 12 months following courses of antibac- 
terial therapy, 7.6 per cent were permanently 
cured.’ All of these had corrective surgery or 
repeated urethral dilatations along with their 
medication. Thus, it is clear that for the per- 
manent control of urinary tract infections 
good teamwork between the general practi- 
tioner or internist, bacteriologist, urologist 
and gynecologist is required in the majority 
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evidence of obstruction, 134 (24.45 per cent): lesions ob- 


of instances. If the initial attack is not cleared 
up with one round of antibacterial therapy. 
stained smears of the urinary sediment, cul- 
ture of the urine, intravenous or retrograde 
pyelograms and cystoscopy usually are in 
order. Then whatever corrective surgical meas- 
ures are indicated must be undertaken. 


Antibacterial Treatment 


As indicated previously, in treatment of 
initial urinary tract infections—particularly 
those not associated with obvious obstructive 
lesions—it is sometimes best to administer one 
round of antibacterial treatment without cathe- 
terization to identify the causative microorgan- 
ism, waiting on this procedure to see if the in- 
fection recurs. In such cases, the agent of choice 
will usually be a sulfonamide, nitrofurantoin, or 
one of the tetracyclines, since all have a broad 
antibacterial spectrum. Dosage of these agents 
is outlined in table 3. Our own choice is usu- 
ally sulfisoxazole (GANTRISIN®), since our 
studies showed it to be as effective in vitro as 
sulfadiazine and more soluble in highly acid 
urine than any single sulfonamide or the com- 
binations of commonly used sulfonamides we 
tested. Other workers prefer sulfonamide com- 
binations or one of the newer sulfonamides 
such as UROSULFON® and ELKOsIN®. Along 
with this dosage by mouth, vaginal infections 
and urethritis should be treated with appropri- 
ate agents. If infectious diarrhea is present, 
as is often the case in children, it too should 
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TABLE 3 


Cuoice OF ANTIBACTERIAL AGENTS IN UrntnaRY Tract INFECTIONS 





TETRACYCLINE GROL P|CHLORAMPHENICOL STREPTOMYCIN |PENICILLIN | POLYMYXIN B,/ SULFONAMIDES 


Minimal daily dose z 


gm. 2 gm. 
Minimal duration 7 days 7 days 
Esc h. coli ] l 
Str. faecalis l l 
Ps. aeruginosa 3 2 
B. proteus 5 | 
1. aerogenes 2 l 
K. pneumoniae 2 2 
Staphy lococei l l 
Hemolytic streptococci 2 2 


1-2 gm. 800,000 U.) 150-200 mg. 6-9 gm. 
7 days 7 days 7 days 14 days 
l 1 
3 ] 3 
3 1 2 
2 2 ] ] 

2 ] 2 

2 1 
2 2 2 
1 2 





be treated concurrently with such agents as 
SULFASUXIDINE®, SULFATHALIDINE® or neo- 
mycin. Two to three days after cessation of 
treatment, another voided “clean” urine speci- 
men should be examined. If pyuria is still 
present or if bacteria in significant numbers 
are identified in stained smears of the sedi- 
ment of the freshly passed specimen, cultures 
should be made from a catheterized specimen 
in women or a voided specimen from men, 
collected by the technic already described. 
Often the microorganism originally present 
will have disappeared and another will have 
taken its place. 

Selection of the agent to be used next may 
be based on past experience with the bac- 
terium in question. The recommendations in 
table 3 are made on the basis of our own ex- 
perience and that of many other workers~ "' 
who have published their results. However, if 
the patient is extremely ill or if, as frequently 
happens, several rounds of treatment have 
failed to control the infection, sensitivity tests 
should be made and the agent should be se- 
lected from this evidence. The table of sensi- 
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tivity appearing in this article was made from 
the combined results of testing with impreg- 
nated disks on agar plates and in tryptose 
phosphate broth (figure 1). Sensitivities to 
nitrofurantoin and sulfonamides are not in- 
cluded because we have only recently begun 
testing with the former: and in vitro deter- 
minations of sulfonamides, at least in our 
hands, are notoriously unreliable. By and 
large, our results and those of other workers 
have shown that a higher percentage of bac- 
terial cures have resulted when the agent found 
most effective in the sensitivity tests was used 
than when the selection was made on other 
grounds, '*:'* 

We were surprised that chloramphenicol 
during the past two years has seemed to be 
more effective than tetracycline against both 
gram-negative and gram-positive microorgan- 
isms with the single exception of Aerobacter 
aerogenes. No doubt this is due to the fact 
that because of its known toxic effect on the 
hematopoietic system, it is used only when 
the other antibacterial agents fail; thus fewer 
current bacterial populations have gained re- 
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TABLE 3 (Continued) 


CHOICE OF 


ANTIBACTERIAL AGENTS IN UrtNARY TrAcT INFECTIONS 





MANDELAMINE®) ERYTHROMYCIN | NITROFURANTOIN | NOVOBIOCIN 





400 mg. 


1.2 gm. 





8 gm. 1-2 gm. 
14 days 7 days 14 days 7 days 
2 1 
3 2 1 l 
2 1 
3 
2 
1 ] 
a ; 2 2 


RATIONAL COMBINATIONS 


Tetracycline group or chloramphenicol plus streptomy- 
cin or sulfonamide 

Tetracycline group, or chloramphenicol, or novobiocin 
plus sulfonamides, or penicillin, or nitrofurantoin 
Tetracycline group or streptomycin plus sulfonamides or 
polymyxin B 

Chloramphenicol or streptomycin plus sulfonamides or 
novobiocin 

Tetracycline group or chloramphenicol plus streptomy- 
cin, or sulfonamides, or polymyxin B 





Chloramphenicol or tetracycline group plus streptomycin 


Tetracycline group or chloramphenicol plus penicillin 
or novobiocin 


Penicillin plus sulfonamides 





sistance to it. When two or more microorgan- 
isms have been present in the same cathe- 
terized urine specimen, we have found it use- 
ful to determine sensitivities of the combined 
bacterial culture. Sensitivities of the combina- 
tion of Escherichia coli and Streptococcus 
faecalis, the most common combination en- 
countered, are shown in figure 1. 

In particularly stubborn infections, both in 
vitro testing with combined antibiotics and 


our clinical results'*'® 


show that sometimes 
two agents administered together will elimi- 
nate microorganisms from the urine when a 
single agent failed to do so. Suggested useful 
combinations are listed in table 3. 

Our recent experience indicates that sulfis- 
oxazole, nitrofurantoin and the tetracycline 
drugs are about equally effective in eliminat- 
ing colon bacilli. Str. faecalis and other en- 
terococci are less easily controlled. Although 
in vitro tests indicate that chloramphenicol is 
quite effective against them, erythromycin, 
penicillin or one of the tetracycline drugs usu- 
ally should be given a trial first. The inci- 
dence of bone marrow depression with chlor- 
Jun: 
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amphenicol is not great, but the potential dan- 
ger of this toxic effect is always present. For 
the combination of Esch. coli and Str. faecalis, 
combination therapy would appear to offer the 
greatest benefit usually. Penicillin or erythro- 
mycin with a sulfonamide usually is the com- 
bination of choice. For other combinations of 
microorganisms, results of sensitivity studies 
should determine the choice of therapy. 
Pseudomonas aeruginosa and Bacillus pro- 
teus are extremely difficult to eliminate. Both 
are associated with chronic urinary infections 
due to obstruction of long standing. Both are 
usually introduced by repeated instrumenta- 
tion or the presence of indwelling catheters. 
Until obstructing lesions are eliminated, only 
temporary control is the best that can be hoped 
for. Although practically all strains of Ps. 
aeruginosa are sensitive in vitro to polymyxin 
B, use of this agent for cure seldom is prac- 
tical or successful. It causes a great deal of 
local irritation with each dose introduced in- 
tramuscularly and is capable of producing 
parenchymal kidney damage. However. for 
severe pyelitis. especially if accompanied by 
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Esch. coli Enterococci enterococci 
Chlortetracycline f 69 P43 ‘51 
Oxytetracycline 61 55 























Tetracycline 

Chloramphenicol 86 9 
Dihydrostreptomycin 63 i 36 

Penicillin EA 

Erythromycin 45 
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Neomycin 34 

Polymyxin B. 20 

Novobiocin eS 
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FIGURE 1. In vitro sensitivity of urinary microorganisms to various antibiotics. 


bacteremia, it should be used in spite of these 
hazards if nothing else brings the infection 
under control. Our in vitro studies indicated 
that the most effective combination against 
Pseudomonas microorganisms is polymyxin 
B with chlortetracycline or with streptomycin. 

B. proteus exhibits a greater sensitivity to 
chloramphenicol than to other antibiotics. 
However, if the risk of using this agent is con- 
sidered too great. our practice now is to ad- 
minister novobiocin or nitrofurantoin. Results 
with the former have been particularly encour- 
aging. Combination sensitivity tests indicated 
that sulfisoxazole and chloramphenical consti- 
tuted the most effective pair. 

Staphylococcus urinary infections, while in- 
frequent (6.28 per cent), are often associated 
with purulent lesions in the kidney and may 
be extremely serious infections. As is the case 
with staphylococci from other sources, they 
seem to have gained resistance to penicillin 
in the past few years, so that other agents usu- 
ally are the ones of choice, particularly chlor- 
amphenicol, erythromycin and _ novobiocin. 
Spink'’ has used neomycin parenterally in 
doses of 1.0 gm. daily for periods up to 10 
days with some success and without persistent 
parenchymal damage. 

For A. aerogenes and Klebsiella pneumoniae 
infections, chlortetracycline should be used 
first. If ineffective, it or one of the other tetra- 
cyclines should be combined with dihydro- 


568 


streptomycin or chloramphenicol in the next 
round of treatment. 

It will be noted in the recommendations in 
table 3 that one week of continuous treatment 
is recommended for the antibiotics, whereas 
longer periods of administration are suggested 
for the chemotherapeutic agents. Prolonged 
antibacterial dosage is desirable because of 
the notorious tendency of urinary infections 
to recur—as was pointed out previously. How- 
ever, antibiotic therapy with one agent, par- 
ticularly the tetracyclines, is apt to produce a 
troublesome dislocation of the normal flora 
of the gastrointestinal and respiratory tracts, 
with increased numbers and pathogenicity of 
the resistant strains. If after a week of treat- 
ment the infection still is not under control, a 
shift to some other agent should be made. 


Management of Obstructing Lesions 


‘ Table 4, which supplements our clinical ex- 
perience reported in 1952, shows that regard- 
less of the care and perseverance with which 
antibacterial therapy is administered the re- 
sults in effecting complete elimination of the 
offending bacterium are not as satisfactory as 
the quick subsidence of symptoms and rapid 
clearing of the urine of pus might indicate. 
The results may appear particularly discour- 
aging due to the fact that criteria for listing 
patients as having their infections controlled 
were quite rigid, and the conclusion of this 
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TABLE 4 
ANALYSIS OF TREATMENT OF UrINARY TRACT INFECTIONS; RESULTS OF RECULTURES FOLLOWING A 
SINGLE Course OF ANTIBACTERIAL THERAPY 





CHANGE IN 
MICROORGANISM 


POSITIVE FOR es 
INFECTION 


= MICROORGANISM TOTAL . 7 
NEGATIVE FROM THAT PERMANENTLY 
ORIGIN ALLY CASES ws 
ORIGINALLY CONTROLLED 
PRESENT eRe ees 
PRESENT 


Infections associated with obstructive 24 (22.9%) 16 (43.8%) 35 (33.3%) 105 8 (7.6%) 


lesions of the upper urinary tract 














10.8% 
Infections associated with obstructive 63 (23.9%) 92 (42.2%) 63 (28.9%) 218 |27 (12.4%) 
lesions of the lower urinary tract 
Infections unassociated with the finding 74 (48.5%) 54 (35.2%) 25 (16.3%) 153 [51 (33.3%) 
of an obstructive lesion 
TOTALS 161 (33.8%) | 192 (40.3%) 123 (25.8%) 176 (86 (18.1%) 





result was arrived at only after many months 
of observation. Also it is obvious that patients 
whose symptoms cleared quickly often did not 
report for re-examination. The long-term re- 
sults are, therefore, on patients who had fairly 
serious infections and required prolonged ob- 
servation. As might be expected, the highest 
percentage of “cures” were in those patients 
who had no permanent obstruction to urine 
outflow, next best in those with obstructions 
in the urethra or bladder, and lowest in those 
with lesions of the ureter, renal pelvis or the 
kidney itself. 

It is obvious that permanent control of 
more than half the urinary tract infections 
which confront the average practicing physi- 
cian cannot be accomplished without the aid 
of the urologist or gynecologist. It is surpris- 
ing how many women who have repeated bouts 
of cystitis can be cured by several urethral 
dilatations. The improvement in permanent 
“cures” listed in this study as compared with 
our previously published figures is due large- 
ly to having recognized this condition more 
frequently and having had it treated to a suc- 
cessful conclusion by our urologic colleagues. 
A small proportion of men who have urethral 
strictures due to gonorrhea or trauma are re- 
lieved in the same way. Possibly another third 
of patients with repeated urinary infections 
can be permanently relieved by correction of 
cystourethrocele or by prostatic resection. A 
discussion of the surgical correction of lesions 
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of the upper urinary tract does not lie within 
the scope of this paper. However, if ureteral 
strictures, stones, tumors and renal abscesses 
are not dealt with, no lasting benefit for pa- 
tients with such lesions can be expected from 
antibacterial therapy. 

Obviously many patients with urinary in- 
fections have irreversible anatomic changes 
which preclude permanent cure. Cultures of 
the urine remain positive for an ever-chang- 
ing series of microorganisms in spite of fre- 
quent rounds of antibacterial drugs. Even 
though there is failure to effect a quick cure 
by all the means at one’s disposal, such pa- 
tients can be kept much more free of severe 
exacerbations of pyelonephritis with chills, 
fever and azotemia, if rounds of sulfonamides, 
nitrofurantoin or tetracycline drugs are given 
for a week at a time every two or three weeks. 
Eventually, as in patients not treated with 
drugs at all, a time comes after many months 
or even years when bacterial growth appar- 
ently ceases; but the period required for this 
slow spontaneous cure usually is considerably 
shortened by intelligently administered anti- 
biotics or chemotherapy. 


Summary 


It has been shown that although temporary 
relief of symptoms and elimination of pyuria 
can be quickly obtained by vigorous use of 
antibiotic and chemotherapeutic agents now 
available, permanent control of urinary tract 
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infections cannot be attained without correc- 
tion of the infectious or obstructive process 
responsible for the infected urine. With the 
cooperation of general practitioner, bacteri- 
ologist, roentgenologist, urologist and gyne- 
cologist, the causative agent can always be 
identified, and the obstructive lesion may be 
recognized in 75 per cent of the cases. With 
proper antibacterial therapy and correction 
of obstructions to urinary outflow, permanent 
cure can be effected in a high percentage of 
cases. The low percentage of permanent cures 
found on follow-up of patients with urinary 
infections over periods of many months or 
years is due to inability to eradicate the ob- 
structing lesions. Permanent arrest of the in- 
fection may not be assumed until cultures 
taken at least 48 hours after stopping medica- 
tion remain sterile. The therapy for the sev- 
eral types of infection has been outlined. 
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ils El NGS: Postgraduate Courses 


AMERICAN COLLEGE OF GASTROENTEROLOGY, Boston: 
Annual course in postgraduate gastroenterology at The 
Somerset, October 24-26. Dr. Owen H. Wangensteen. 
University of Minnesota Medical School, and Dr. I. 
Snapper, Beth-El Hospital, Brooklyn, will be surgical 
and medical co-ordinators, respectively, of the course. 

For further information, write to: American College of 
Gastroenterology, 33 West 60th Street, New York 23. 


BioLocicAL PHotocrapHic Association, INc., RocHeEs- 
TER, MINNESOTA: 27th annual meeting, August 27-30, at 
the Kahler Hotel. For further information, write to: 
Louis A. Facto, Publicity Chairman, Upper Midwest 
Chapter, Biological Photographic Association, Inc., In- 
formation Service, Morrill Hall, Iowa State College, 
Ames, Iowa. 


HicgHLaNp View Hospitat, CLEVELAND: Postgraduate 
courses in physical medicine and rehabilitation offered 
in’ affiliation with Western Reserve University, July 1- 
December 20. For further information, write to: Dr. 
Mieczyslaw Peszcezynski, Chief, Department of Physical 
Medicine and Rehabilitation, Highland View Cuyahoga 
County Hospital, Harvard Road. Cleveland 22. 


NINTH PosTGRADUATE ASSEMBLY IN ENDOCRINOLOGY AND 
Metasotism, Avucusta: October 21-25. Sponsored by 
The Endocrine Society, The Medical College of Georgia 
and The Medical College of Georgia Foundation, Inc. 
For further information, write to: Dr. Robert B. Green 
blatt, Department of Endocrinology, Medical College o! 
Georgia, Augusta. 
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Endocrine Therapy of Metastatic 


Breast Cancer 


MORTIMER B. LIPSETT AND OLOF H. PEARSON* 


Sloan-Kettering Insiitute for Cancer Research, New York 


Tue magnitude of the problem of metastatic 
breast cancer is well appreciated by any physi- 
cian who either operates for breast cancer or 
who assists in the care of patients subsequent 
to radical mastectomy. It has been estimated 
that in about one-third of the cases of cancer 
of the breast the lesion is inoperable when the 
patients first consult a physician. Of the re- 
maining two-thirds, a high proportion will be 
expected to need further therapy for recurrent 
breast cancer. Figure 1 is a composite of five 
large series of patients with breast cancer 
treated by radical mastectomy. Five years aft- 
er operation the survival rate is a little better 
than 50 per cent, and the remaining patients 
cannot be considered cured, as the survival 
rate continues to decrease with time. This 
crude statistical analysis demonstrates the 
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seriousness of the problem, which is one rea- 
son for the intensive and continuing efforts of 
many investigators to devise methods for treat- 
ing metastatic breast cancer. 

Breast cancer is significant in another re- 
spect; that is, it is one of the few types of 
metastatic cancer that is amenable to therapy. 
This means that the patient with systemic 
spread of cancer may still be treated success- 
fully although the disease has spread beyond 
the reach of radiotherapy. 

The question has been asked, Do the re- 
sulting endocrine alterations, when successful, 
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prolong life? Statistical proof of this is hard 
to obtain because of the variable and some- 
times chronic course of metastatic breast can- 
cer. In our own experience, however, we have 
seen numerous examples of patients with life- 
threatening complications of cancer. whose life 
was unequivocally increased by one or more 
of the treatment procedures employed. It is 
fair to say, then, that when a remission is ob- 
tained, useful life is prolonged. 

We shall discuss the surgical procedures for 
altering the hormonal environment as well as 
the administration of hormones. Rather than 
give detailed statistical analyses of the results 
of each therapeutic modality, we have listed 
references which include these figures.'” It 
should be appreciated that it is difficult to 
compare the rate of response to the various 
procedures. The reasons for this are that there 
has not been an adoption of uniform methods 
of reporting responses, and, possibly of more 
importance, surgical procedures must neces- 
sarily be denied to a certain number of pa- 
tients who have cancer and are deemed inoper- 
able. Hormones, however, may be given to 
anyone, and thus severely ill patients can be 
treated with hormones but are excluded from 
the surgical series. 

A significant advance in the therapy of pa- 


tients with metastatic breast cancer was the 
recognition of the estrogen-dependent and 
nonestrogen-dependent groups. This simplify- 
ing hypothesis was reinforced by the type of 
evidence presented in figure 2. The patient was 
a menstruating woman with osteolytic metas- 
tasis. In this situation, the 24 hour output of 
calcium in the urine reflects the growth of 
the cancer.* This patient had a cyclic ex- 
cretion of calcium throughout her menstrual 
period paralleling the estrogen titer, as deter- 
mined by vaginal smears. Oophorectomy then 
resulted in an abrupt drop in the hypercal- 
ciuria, signifying cessation of osteolysis and 
thus inhibition of tumor growth. Concurrently. 
the value for the serum alkaline phosphatase 
rose, indicating increased osteoblastic activity 
and presumably repair of bone. This patient 
was then tested with progesterone and no 
change in the urinary calcium was seen. The 
daily administration of 0.15 mg. of EsTinyL“ 
resulted in pain and an abrupt rise in the uri- 
nary calcium, and it also caused the serum cal- 


*This method of following cancer growth is of use in 
only one situation: when cancer has invaded bone and 
is growing rapidly enough and causing lysis of bone 
fast enough so that a large excess of calcium is excreted 
in the urine. Thus, cancer growth is reflected in hyper- 
calciuria, and cessation of growth results in the exer: 
tion of urinary calcium returning to normal. 
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FIGURE 3. Roentgenograms of chest made before and after oophorectomy. 


cium to reach 16 mg. per 100 cc. This is a 
clear demonstration of the response of an 
estrogen-dependent cancer. Nonestrogen-de- 
pendent cancers, as defined by these criteria, 
do not respond to oophorectomy and are not 
exacerbated by estrogen. 

It is difficult to be dogmatic about the treat- 
ment of a patient with metastatic breast can- 
cer. Only in the case of an untreated pre- 
menopausal patient is this possible, and here 
the overwhelming consensus is that castration 
should be performed. We feel that this should 
be surgical, as complete destruction of ovari- 
an function is not predictable with roentgen 
rays. Surgical oophorectomy in the premeno- 
pausal patient has yielded a remission rate of 
about 45 per cent, with a duration of remis- 
sion of about nine months. Figure 3 illustrates 
the type of response that may be obtained 
with oophorectomy, and indeed with any of 
these therapeutic modalities to be discussed. 
The chief reason for presenting this illustra- 
tion is to demonstrate, with one of many dra- 
matic instances, that the physician need not 
despair when confronted with a seemingly 
hopeless spread of metastatic breast cancer. 

Following oophorectomy, the physician 
often considers the concurrent use of testoster- 
one and the local use of x-rays. This would 
seem unnecessary, as testosterone adds noth- 


ing to a successful castration result. X-rays. 
too, are generally not needed unless a particu- 
larly dangerous lesion is threatening, such as 
imminent compression of the spinal cord. The 
results of surgical castration may be evident 
in a few days, as judged by pain response. Ob- 
jective evidence of healing can usually be ob- 
tained in two to three months. In the absence 
of evidence of progression of disease, no fur- 
ther treatment should be given until a deci- 
sion can be made regarding the efficacy of 
oophorectomy. 

Oophorectomy has not cured any patient 
with metastatic breast cancer. Those who re- 
spond later undergo a relapse. On the basis of 
the hypothesis that there is an estrogen-de- 
pendent breast cancer, bilateral adrenalecto- 
my has been performed to eliminate another 
known source of estrogen. This operation can 
be done with little risk by a well-informed 
medical-surgical team. The remission rate re- 
ported by several groups has averaged about 
45 per cent, with the length of remission aver- 
aging between eight and nine months. It was 
of significance that, in the group of patients 
followed by us, no patient who had failed to 
respond to castration responded to subsequent 
adrenalectomy. Thus, the hypothesis of estro- 
gen dependency has predictive value, as the 
patient who does not improve following oopho- 
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rectomy. by definition, has an estrogen-inde- 
pendent tumor and would not be expected to 
improve because of removal of the other estro- 
gen source, the adrenal glands. 

The postmenopausal patient in whom metas- 
tasis occurs may be subjected to combined 
oophorectomy and adrenalectomy. After the 
menopause, the ovaries are not as important 
a source of estrogen, and both theoretically 
and actually their removal would not be ex- 
pected to benefit as high a proportion of pa- 
tients. The combination of the two procedures 
has resulted in a 50 per cent remission rate. 

Again, after a response to adrenalectomy. 
relapse occurs, and the reasons for this are 
still obscure. Several possibilities exist: The 
cancer may have lost its hormone dependency; 
accessory adrenal glands may provide a fur- 
ther source of estrogen; or pituitary hormones, 
such as growth hormone or prolactin, may be 
of significance in favoring the growth of meta- 
static breast cancer. Primarily because of the 
last possibility, hypophysectomy has been per- 
formed on patients with advancing disease. 

Hypophysectomy cannot, of course, be per- 
formed casually or occasionally. It should 
probably be confined to cases where both an 
internist and a neurosurgeon are interested in 
the problem of breast cancer. The remission 
rate from this procedure has averaged about 
50 per cent, and the risk has not proved ex- 
cessive. So far, all the patients who had pre- 
viously responded to oophorectomy have 
responded subsequently to hypophysectomy. 
This is somewhat more encouraging than the 
results of adrenalectomy in a similar group. 
but more patients need to be followed before 
conclusions can be drawn. The study of the 
relationship of the pituitary hormones to the 
growth of metastatic breast cancer is proceed- 
ing in many institutions and is yielding results 
of theoretical and practical importance. 

The effects of androgens on breast cancer 
have been studied for 20 years, and their 
limitations and potentialities reasonably well 
outlined. Androgens are not effective neu- 
tralizers of estrogens, and, therefore, should 
not be used in the menstruating woman. Actu- 
al trial in these patients has yielded a low re- 
mission rate. It is generally agreed that the 
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androgens are most effective from the time of 
the menopause until some 10 years after the 
menopause. In this group of patients, the re- 
mission rate has been about 25 per cent. The 
masculinizing side effects are well known, and 
it is sufficient to say that these may be un- 
pleasant to the patient. What may not be fully 
realized is that androgens can cause an exacer- 
bation of the disease. Therefore, sudden ac- 
celeration of disease in the patient receiving 
androgens necessitates stopping their admin- 
istration immediately. Occasionally, another 
short remission will result. For this reason, 
the long-acting preparations are dangerous 
and should not be used in the treatment of 
metastatic breast cancer. The most useful 
preparation in our hands has been testoster- 
one propionate in oil, administered intramus- 
cularly in doses of 50 mg. three times a week. 

The action of estrogens in the postmeno- 
pausal patient has been difficult to define. We 
know that estrogen is effective in the woman 
at least five years past the menopause, and 
yields a remission rate of about 45 per cent. 
Estrogens can also result in exacerbation of 
disease in this group of women. When estro- 
gen causes a remission, does it do so by in- 
hibition of pituitary hormones, by direct effect 
on the cancer, or by other unknown mecha- 
nisms? This, of course, is a current, unsolved 
problem. 

Although the mechanisms are obscure, the 
beneficial results are real. Side effects are few, 
the most troublesome being salt retention. 
This can be handled without difficulty by salt 
restriction and by the administration of mer- 
curial diuretics as needed. As estrogen can 
cause an exacerbation of the disease, at which 
time sudden withdrawal is indicated, the long- 
acting estrogen derivatives are dangerous. 

The following therapeutic procedures are 
equally effective: the daily administration of 
15 mg. of diethylstilbestrol or 3 mg. of ethinyl 
estradiol by the oral route, and the intramus- 
cular administration of 5 mg. of estradiol ben- 
zoate three times a week. Parenteral medica- 
tion seldom is necessary. 

The adrenal steroids and their congeners 
have been widely used for their palliative ef- 
fects in cases of metastatic breast cancer. 
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When used in doses sufficient to suppress 
adrenal function, such as 15 to 20 mg. of 
prednisolone daily, subjective remissions can 
be obtained in many cases. Objective evidence 
of cessation of cancer growth and repair of 
lesions is less frequent. It is our feeling, based 
on experiences with both adrenalectomy and 
treatment with adrenal steroids, that this ste- 
roid therapy does not result in as high a re- 
mission rate or in as long a period of remis- 
sion as does adrenalectomy. The side effects 
of prednisolone administration are those as- 
sociated with Cushing’s syndrome without salt 
retention. 

When prednisolone or cortisone is given in 
larger doses, inhibition of cancer growth can 
be obtained in many patients who have failed 
to respond to the other procedures or who 
subsequently have had a relapse. Unfortunate- 
ly, the length of the remissions is short, and 
these agents should be administered in large 
doses toward the end of the disease. 

It is apparent from these comments that 
there are a number of factors to be consid- 
ered in the therapy of a patient with meta- 
static breast cancer. Obviously, such proce- 
dures as adrenalectomy and hypophysectomy 
cannot be performed when one has not had 
any experience with these measures. Against 
the risks of operation must be weighed the 
occasional exacerbations resulting from the 
sex hormones as well as a possibly lower re- 
mission rate. 

Oophorectomy should be performed on the 





premenopausal patient with metastatic breast 
cancer. In the case of the postmenopausal pa- 
tient, it is our feeling that operation is pref- 
erable to treatment with the sex hormones 
as the initial procedure. Detailed suggestions 
for the subsequent therapy of these patients 
have been made, but these should be looked 
on as interim suggestions awaiting the support 
of conclusive data. 

The vistas opened by these modest attempts 
at therapy of metastatic breast cancer are both 
challenging and encouraging. Some insight 
into mechanism of cancer control has been ob- 
tained and the promise of further discoveries 
is evident. The prolongation of useful life of- 
fers hope to both patient and physician for 
the extension of palliation and the ultimate 
control of this disease. 


We wish to thank Drs. B. S. Ray, N. E. Treves, W. F. 
Whitmore, Jr., F. Adair, H. T. Randall and R. W. Raw- 
son for their generous assistance in many phases of the 
work described in this paper. 
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fCZEMATOID condi- 
tions of the hands are 
of great importance to 
dermatologists and to 
general practitioners, 
for they represent by 
far the most common 
dermatologic disorders 
encountered in practice. 
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Until just 30 years ago, few physicians 
were aware of the existence of such a condi- 
tion as eczematoid ringworm infection—or, as 
it is commonly known to the laity, athlete’s 
foot. After its existence was recognized, and 
because of its spread during World War I, 
everyone in the profession became acquainted 
with the disorder. It soon became known to 
the laity also, largely through commercial ad- 
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vertising of products which were supposed to 
be curative. As a result, it was not long before 
every patient who had a dermatitis of the 
hands, whether it was or was not associated 
with an eruption on the feet, was told almost 
automatically that the dermatitis was due to 
this type of fungous infection. 

Eczematoid ringworm infection is a com- 
mon cause of eczematoid dermatitis of the 
hands. Involvement of the hands frequently 
occurs secondarily. The organisms growing 
on the skin of the feet or the toxic products 
resulting from their growth in that location 
are capable of producing a sensitization reac- 
tion, and when they reach the sensitized skin 
of the hands through the blood stream they 
usually produce a rapidly developing vesicu- 
lar eruption. This is called the pompholyx or 
dyshidrotic variety. When the vesicles rupture 
and the acute phase subsides, more chronic 
and definitely eczematoid patches of dermati- 
tis may develop. 


Contact Dermatitis 


In recent years, with the increasing use of 
various synthetic agents in both industry and 
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the home, more attention has been given to 
dermatitis due to contact with an irritant and 


we have had fewer diagnoses of eczematoid 
ringworm infection of the hands. 

There are two main types of contact der- 
matitis: (1) that due to primary irritants, i.e.. 
irritants so potent in their capacity to pro- 
duce dermatitis that anyone who handles them 
has an eruption, and (2) the sensitizing type 
of contact dermatitis, in which an epidermal 
allergy develops following the handling of cer- 
tain products. | might cite one of the most 
common situations representing the latter 
type, where a housewife using a modern deter- 
gent notes the development of a dermatitis of 
the ring finger under or adjacent to the area 
occupied by her rings. After the eruption has 
been in this location for a time, the dermatitis 
tends to spread to other fingers and the hand. 

Many other new chemical agents used in the 
average household are likewise capable of 
producing dermatitis on the fingers and hand, 
with possible extension to the forearm and 
other parts. In industry, particularly, so many 
new products are being used that contact with 
them and with the older agents which we have 
long recognized as capable of causing reac- 
tions are responsible for 50 to 75 per cent 
of all eczematoid eruptions, and for about 90 
per cent of cases of dermatitis of the hands. 


Nummular Eczema 


Another important type of dermatitis of the 
hands is designated variously as nummular 
eczema, orbicular eczema, parasitic eczema or 
infectious eczematoid dermatitis and is seen 
with increasing frequency. The nummular 
type of eczema may occur as a primary dis- 
order but also is frequently a sequela of con- 
tact dermatitis. In such instances, as the pri- 
mary condition abates, certain patches may 
take on the characteristics of the nummular 
variety and then persist for long periods even 
though there is no longer any contact with the 
agent that caused the original eruption. 

Nummular eczema is characterized by a 
particular tendency to recur in the fall and to 
last through the winter, very often clearing 
partly or completely in the summer, only to 
recur again in the fall in some instances. 


Differential Diagnosis 


The three types of dermatitis discussed thus 
far cover the great majority of cases of ec- 
zematoid dermatitis of the hands. The clinical 
picture often gives the clue to the etiology. 

Location—Contact dermatitis and nummu- 
lar eczema of the hands affect primarily and 
usually exclusively the dorsal surfaces. Ec 
zematoid ringworm infection involves the 
palms and the flexor aspects of the fingers. In 
contact dermatitis, other exposed parts such 
as the face and neck are often involved as 
well. Nummular eczema not infrequently af- 
fects the forearms, usually the extensor sur- 
faces: at times it is seen on other more re- 
mote parts such as the thighs and buttocks. 
Eezematoid ringworm infection usually is lim- 
ited to the hands, but sometimes, especially 
during the acute phase, an allergic type of 
“id” eruption may develop on the forearms or 
may even become generalized. 

Contact dermatitis usually is bilateral and 
symmetric but may be more intense on one 
side than the other due to a variation in the 
intensity of the exposure. Nummular eczema 
may be unilateral or bilateral, and, if the lat- 
ter, is usually symmetric. The same is true of 
eczematoid ringworm infection. 

Morphologic detail—From the standpoint 
of morphologic detail we find much to help 
establish the diagnosis. The patches of con- 
tact dermatitis usually are poorly defined and 
shade off gradually into the surrounding skin. 
The inflammatory reaction generally is in- 
tense, and there may be considerable swell- 
ing. The primary lesions are vesicles and bullae 
which vary considerably in size. They are 


comparatively superficial and rupture readily 


to produce a moist, oozing surface. The in- 
tensity of reaction is greatest at the center of 
the patches. 

In the nummular variety, as the name indi- 
cates, the early patches are definitely round 
or oval and sharply circumscribed or coin- 
like. There is a tendency to central clearing. 
so that the greatest activity is seen at the pe- 
riphery, where the individual primary papules, 
vesicles or pustules occur. The patches enlarge 
by the development of new lesions peripheral- 
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ly, while the central clearing area expands. 
The primary lesions are more deeply seated 
than those of contact dermatitis and do not 
rupture as readily. 

Eczematoid ringworm infection of the hands, 
in the acute or vesicular stage, is character- 
ized by vesicles so deep-seated as to justify 
use of the term “boiled sago-grain” to de- 
scribe them. These lesions are much slower to 
rupture than are those of the two other dis- 
orders. As the vesicular phase of the eruption 
subsides, a chronic eczematoid aspect may de- 
velop. In such cases the flexor surfaces are in- 
volved, the patch or patches are sharply de- 
fined, and central clearing occurs, the greatest 
activity being at the periphery. An overhang- 
ing scale is often found at the margin of the 
patches. A primary focus on the feet usually 
is discovered. As a final diagnostic point, 
demonstration of the fungus is of inestimable 
value. The organisms usually are recovered 
readily from the foot lesions but are much less 
frequently demonstrable in the hand lesions, 
either by direct examination or by culture. 

One special type of eczematoid ringworm 
infection of the hands and feet is due to in- 
fection with Trichophyton purpureum. There 
is little or no inflammatory reaction, and the 
only clinical manifestation is a thin, dry, whit- 
ish scale, often affecting the sides of the feet 
in a “moccasin” distribution. The organism is 
usually demonstrable in the hand and foot 
lesions. This variety of infection is much more 
resistant to treatment than those due to other 
organisms of this group. 


Etiologic Considerations 


Kezematoid conditions of the hands may be 
due to other causes than contact factors and 
fungous infection. At one time, focal infec- 
tion was undoubtedly overemphasized as an 
etiologic factor, and then a period followed 
when the importance of such infections was 
largely disregarded. In recent years, interest 
in focal infections has been revived by the 
observation that many of these patients will 
not respond to therapy until a focus of infec- 
tion has been discovered and eradicated. 

Sensitivity to foods has passed through the 
same sequence as have focal infections as a 
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causative factor in dermatitis of the hands. 
According to those who have studied this fac- 
tor intensively, this is not a type of sensi- 
tivity which may be determined by means of 
the usual cutaneous tests but is a variety in 
which the offending food can be identified 
only by the patient’s own experience and by 
use of elimination diets. 

In all eczematous eruptions of the hands, 
one must bear in mind the interplay of various 
etiologic factors. Stokes has termed this the 
multiple factorial concept, and pointed out 
that two or more factors may be active at one 
time. The various factors which he listed were: 

1. Hereditary or familial predisposition 
factor. 

2. Ichthyotic or dry skin factor. 

3. Seborrheic habitus or oily skin factor. 
Pyogenic factor. 
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Mycotic or fungous infection factor. 
6. Focal infection. 
7. Metabolic factor. 
8. Allergic or hypersensitive factor. 
9. Neurogenous factor. 
10. Diathetic state or eczema-asthma-hay 
fever complex. 


Streptococcal Dermatitis, Moniliasis, 
and Pustular Disorders 


In addition to the three eczematoid condi- 
tions of the hands already discussed, several 
others deserve brief mention. 

This condition 
often affects the fingers and hands. The erup- 
tien is akin to ordinary impetigo vulgaris, 


Streptococcal dermatitis 


but usually is less intense in its reaction and 
of longer duration. The primary lesion is usu- 
ally a bulla which tends to rupture readily, 
leading to formation of a bright red, erosive- 
appearing patch with a serous discharge 
which dries to form relatively thick crusts. 
The lesions tend to be sharply circumscribed 
and spread by peripheral extension through 
an undermining of the marginal epidermis. 
Lymphangitis often complicates the eruption 
and is accompanied by a variable degree of 
fever. The disorder usually responds readily 
to local antibiotic therapy, and at times this 
is supplemented by parenteral antibiotic ad- 
ministration. Secondary streptococcal infec- 
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tion may complicate any of the other types of 
dermatitis of the hands. 

Moniliasis—Infection with Candida albicans 
or other members of the yeast group usually 
involves the paronychial tissue, but at times 
the infection may spread to one or more fin- 
gers. This leads to a sharply marginated, bright 
red dermatitis, usually unilateral—or, if bi- 
lateral, symmetric. The accompanying involve- 
ment of the nails on the affected fingers, to- 
gether with demonstration of the organisms, 
makes the diagnosis obvious. 

Pustular disorders—Some observers regard 
pustular psoriasis and pustular bacterid as a 
single entity, while others feel they are two 
distinct disorders. The lesions are primarily lo- 
cated on the thenar or hypothenar eminences, 
and if the feet are also involved the sides of 
the heels are sites of predilection. The lesion 
is a bright red patch studded with small, deep- 
seated vesicles or pustules occurring in crops, 
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the older lesions drying to form dark brown 
“buttons” in the patch. Usually there is an 
accompanying dry, whitish scaling, and in the 
quiescent phase the scaling may be the most 
prominent feature. The condition is chronic 
and extremely resistant to treatment. It is 
thought that pustular psoriasis is a variant of 
psoriasis, whereas pustular bacterid is attrib- 
uted to focal infection. These two conditions 
are comparatively uncommon, and because of 
their location they are often mistakenly called 
eczematoid ringworm infection. 


Conclusion 


From this discussion it is apparent that 
eczematoid conditions of the hand may be due 
to a variety of etiologic factors. Since treat- 
ment based on a mistake in diagnosis usually 
leads to failure and often aggravates the con- 
dition, recognition of the various types is of 
first importance. 


75. HYPERTENSIVE STROKES 


If a patient is fated to die from hypertension, the chances are that he 
will do so from heart-failure, uraemia, cardiac infarction or stroke. Heart- 
failure and uraemia can usually be forecast appreciably in advance of the 
event, and the risk of a cardiac infarct can only be accepted philosophically 
as a hazard of middle life inevitably greater in a hypertensive person. A 
stroke, the most dreaded of all these disasters, seems to offer little or no 
chance of prediction, and even the cause of cerebral haemorrhage in hyper- 
tension remains to a large extent speculative. 

Apart from the observation of Pickering (1955) that “cerebral haemor- 
rhage seems to be more common in subjects with very high pressure,” the 
patient who has the stroke seems to have received remarkably little atten- 
tion; but this perhaps is not altogether surprising, for it is unusual for much 
to be known about a hypertensive patient before he has his stroke. 


A. W. D. Leishman, Hypertensive strokes, The Lancet, March 2, 1957, pp. 437-440 
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Major locomotor 
dysfunction, with its 
pain, disability and 
loss of earning power, 
has many causes and 
requires an immensity 
of care. The immedi- 
ate impact of seeing a 
patient with severe pa- 
be it due to 
poliomyelitis, a stroke 
or a fractured back 
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tends to be overwhelming, for the honest phy- 
sician knows he has little or no means of in- 
fluencing the extent of the paralysis. How- 
ever, this does not mean that he is unable to 
help the patient. Quite the opposite. The phy- 
sician has a tremendously important job: to 
prevent deformity and to start early, gainful, 
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active use of the remaining muscle power. The 
general medical care that may save the pa- 
tient’s life, of course, has first priority, but it 
should not be permitted to overshadow the 
realization that the locomotor apparatus needs 
early attention. A few patients are admittedly 
so severely involved and so sick, with a prog- 
nosis of continued deterioration, that our aim 
should be only to make the patient as com- 
fortable as possible. Undeservedly, the vast 
majority of severely paralyzed patients are 
placed in such a category because of general 
lack of information of what can be accom- 
plished in cases which at first glance appear 
almost hopeless. 


Prevent Deformity 


The prevention of deformity is by far the 
most significant immediate problem. You must 
get and keep a useful range of motion in all 
joints. Very weak muscles can move a part to 
obtain useful function providing the joint is 
freely movable; even normal muscles cannot 
move a stiffened and deformed joint. The defi- 
nition of useful range is determined by the 
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FIGURE 1. Hand stiffened in a position of dysfunction. 


basic functions of the extremities. In general, 
mobility in the upper extremities and stability 
in the lower extremities are the goals which 
are sought. 

The upper extremities are intended to have 
grasping function and to permit self-care, a 
basic need. Therefore, the hand must be able 
to grip objects, large and small. This means 
that the fingers must be flexible and the thumb 
must come around so it will oppose the fingers 
to make a satisfactory pinch. The elbow and 
shoulder must allow the patient to reach from 
the table up to his face for feeding and also, 


FIGURE 2. Stiffened hand which was loosened by inten 
sive splinting, therapy and surgical release of the meta 
carpophalangeal joints. 





FIGURE 3. Stiffened hand loosened by splinting and ther- 
apy, and thumb brought to functional position by op- 
ponensplasty. 





FIGURE 4, Fixed equinus deformity in a 72 year old 
woman with polyneuritis. 
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FIGURE 5. Deformity shown in figure 4 corrected by casts. 
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if possible, to the rest of his body for clean- 
ing and dressing. 

A hand that is stiffened in a position of 
dysfunction is useless as far as prehension is 
concerned (figure 1). Once a paralyzed hand 
is stiff, it is most difficult to obtain a fune- 
tional range of motion. 

Figure 2 shows a hand that was very stiff, 
hut which was loosened by intensive splint- 
ing, therapy and surgical release of the meta- 
carpophalangeal joints. The thumb is still not 
functional. 

In another case a hand that was quite stiff 
was loosened by splinting and therapy, and 
the thumb was brought around to a functional 
position by opponensplasty (figure 3). The 
hand now has an effective pinching action. 

The functions of the lower extremities are 
locomotion and sitting. To walk one must have 
feet which rest flat on the floor, and hips and 
knees which straighten. 

A 72 year old woman had polyneuritis 
which confined her to bed. A fixed equinus 
deformity which developed (figure 4) kept 
her in bed or in a wheel chair for over two 
years until a series of corrective casts brought 
her feet to a functional position (figure 5). 
She now walks quite well. Use of a footboard 
would have permitted this patient to walk 
without difficulty a few months after onset of 
her disease, obviating over two years of hos- 
pital care and a great deal of professional time 
and effort later to correct her fixed drop foot 
deformity. 


Correct Deformity 


Although prevention of deformity is ex- 
tremely important, when deformity is present 
it must be corrected. 

A straight back is a tremendous advantage 
in both walking and sitting. The patient in 
figure 6 had his back stretched by vigorous 
physical therapy, resulting in a loss of the in- 
herent tightness, which is advantageous in 
such a case. This loss of back tightness caused 
collapse, with consequent interference of res- 
piration, and also made sitting most uncom- 
fortable. 

In another case the patient’s severely para- 
lyzed spine has been allowed to maintain the 
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FIGURE 6. Patient’s back was stretched by vigorous 
physica! therapy, resulting in loss of inherent tightness, 
with consequent collapse, interference of respiration 
and sitting discomfort. 


position of function, and he is very comforta- 
ble (figure 7). Full range of motion of the 
spine is not desirable if marked muscle weak- 
ness is present. For comfortable and_ stable 


FIGURE 7. Patient’s severely paralyzed spine was 
allowed to maintain position of function, thus 


making him more comfortable. 
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FIGURE 8. Extensive spinal fusion must be performed to 
control scoliosis in children when conservative measures 
are ineffective. 


sitting, the hips must flex to a position some- 
what above a right angle, and if the patient is 
to dress himself he must be able to reach his 
feet. Thus, full range of motion is desirable in 
all joints except those of paralyzed backs. 

In all children roentgenograms must be 
taken at regular intervals to detect early pro- 
gressive scoliosis. If scoliosis cannot be con- 
trolled by conservative means, early and 
extensive spinal fusion must be performed 
(figure 8). 


Early Function 


The patient’s future depends largely on the 
adequacy of the doctor’s early examination 
and the careful planning of future care, with 
the patient’s maximum potential kept in 
mind. There must be honest recognition of 
permanent loss, and, with this, elimination of 
wishful thinking. However, an early blunt 
prognosis presented to a patient and his family 
is needlessly cruel and seldom accepted. Also, 
the physician’s judgment is so frequently too 
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pessimistic. | suggest, instead, a matter-of- 
fact discussion of the present situation, so 
that the patient and his family will quickly 
learn our opinion as we work for limited 
goals. For example, if a patient has sever 
paralysis of the lower extremities and asks 
“Will | walk again?” the answer could be, “‘! 
don’t know, but I do believe you will be abk 
to get in and out of your bed to your wheel 
chair by yourself.” In this way prognosis is 
suggested but the physician will not be held 
accountable for specific limits. Early help is 
also needed by those patients who choose not 
to accept their degree of loss, but rather lie 
and sit around waiting for the complete re- 
covery they are sure will soon occur. In the 
meantime they are degenerating into increas- 
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FIGURE 9. Short leg brace and cane are usually sufficient 
to prevent dragging of toe and buckling of knee in 
typical hemiplegic. 
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ing weakness and progressive deformity. 

By placing the maximum reasonable bur- 
den of the patient’s physical care on the fam- 
ily, the family ties remain strong. If the pa- 
tient has been hospitalized there should be 
prompt and repeated emphasis on plans for as 
early a return home as possible, starting with 
week-end passes and progressively increasing 
the time at home. Physical and occupational 
therapy is often much more effective on an 
outpatient basis, with a member of the family 
accompanying the patient to the treatment 
center for guidance and instruction to con- 
tinue these technics at home. 

At the Rancho Los Amigos Hospital Re- 
spiratory Center for Poliomyelitis, the Home 
Care Department has successfully returned to 
their homes 115 very severely involved pa- 
tients using respiratory equipment. Making 
life again worthwhile for this group of se- 
verely paralyzed patients has convinced us 
over and over again that this same technic 
must be widely expanded. 

There is an ever-growing realization that 
the concept of the “team approach’—starting 
with the patient, the family, specialists in dif- 
ferent fields as required, nurses, physical and 
occupational therapeutists and social work- 
ers——has been unusually successful in mak- 
ing life worthwhile in many cases heretofore 
considered hopeless. The family doctor is 
needed to participate actively in developing 
the idea of this type of care from the onset 
of the disease. 

| should like to re-emphasize that the doc- 
tor should continually check the program plan- 
ning, based on re-examination of joint motion 
and motor function. In this way the maximum 
use of ancillary specialists at appropriate times 
will help to attain intermediate goals which 
are so vital in inspiring the patient to continue 
and even to increase further effort. A positive 
approach of vigorous activity within the pa- 
tient’s reasonable medical tolerance must be 
stressed constantly so that no time is lost, and 
stagnation, physical and mental, is prevented 
as much as possible. 

The next vital step is really to make use of 
the remaining muscle power. This may well 
require some particular bracing or other aids. 
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Apparatus 


A typical hemiplegic requires little more 
than a brace on the involved leg so that the 
toe will not drag and the knee will not buckle 
(figure 9). Usually only a short leg brace is 
necessary. A cane or crutch also may be 
needed. Although this is one of the simplest 
problems to manage, it is frequently over- 
looked. 

Whether a paraplegic’s disability is due to 
poliomyelitis or trauma, he will have essen- 
tially normal power available in his upper ex- 
tremities despite the complete loss of lower 
extremity function (figure 10). Here the goal 
is to develop the arms and shoulders to maxi- 
mum strength—actually to the strength of a 
weight lifter—for with such power the patient 
will be able to become completely independ- 
ent. The essential equipment required for 
such a patient is a sturdy and well-fitted wheel 
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FIGURE 10. Paraplegic has essentially normal power in 
upper extremities despite complete loss of lower ex- 
tremity function. 
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chair to supply the average means of locomo- 


tion. Most of these patients will be able to use 
crutches and braces for very short periods of 
walking, and it is most important to encour- 
age them to this degree of ambulation. It will 
enable them to overcome short-step areas or 
to get into a lavatory, which might otherwise 
prevent their participating in a job or just at- 
tending a good show. In paraplegics we should 
not be satisfied with less than a patient who 
has no decubiti, who is totally independent as 
far as self-care is concerned, who has no sig- 
nificant contractures, and who has a minimum 
of genitourinary infections. 

In figure 11 is illustrated the function of a 
young man, aged 19, more than four years 
after a traumatic severance of his cord at the 
C-5-6 level. Fortunately, at this level the wrist 
extensors remain functional, but there is no 
flexion or extension of the fingers and no pos- 
terior forearm or arm muscles. This boy helps 
himself in and out of his wheel chair to bed, 
dresses himself entirely, moves in and out of 
his house, and is attending regular school. He 
needs a minimum of attention from his moth- 
er. For a period of over four years before his 
intensive training program, he was a total- 
ly dependent, hospitalized. bedridden patient 
who was helped to his wheel chair for a few 
short periods a day. 

The same young man is shown in figure 12 
with a hook prehension device which he con- 
trols with his shoulder elevator muscles: he 
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FIGURE 1]. Function achieved by a 19 year old man more 
than four years after traumatic severance of cord at 
C-5-6 level. 


FIGURE 12. Same patient as in figure 11, shown with 
hook prehension device which is controlled with shoul 
der elevator muscles. 





is working at a drafting board at the type of 
occupation toward which he is aiming. 

\ patient who has involvement of all four 
extremities, such as occurs following a cervical 
cord injury or a severely involved poliomyeli- 
tis, is, of course, a more difficult problem. But 
once again the basic idea of utilizing the re- 





FIGURE 13. Severely involved tetraplegic poliomyeliti« 
patient using mechanical devices to do functional work. 
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FIGURE 14, Post-traumatic tetraplegia. Hand with wrist 
dropped into flexion and fingers extended. 


maining muscles and supplying necessary me- 
chanical aids will make these people surpris- 
ingly active and independent. This type of 
patient may well need some special hand brac- 
ing. as well as special aids on his wheel chair 
or bed. 

Figure 13 shows a severely involved tetra- 
plegic poliomyelitic patient who is using me- 
chanical devices to do functional work. This 
man has proved to be successful in a private 
business. 

When the tetraplegic condition has resulted 
from trauma, the patient has the ability to de- 
velop good to supernormal shoulder and upper 
arm power but will usually lack active control 
of his hands. With mild tightness of the flexor 
tendons, he usually has an automatic grip or 
can readily be fitted with simple special de- 
vices to enable him to take care of many es- 
sential activities. Such a condition is illus- 
trated in figure 14 which shows a hand with 
the wrist dropped into flexion and the fingers 
extended. With the wrist extending, the fin- 
gers, if allowed to tighten properly, have a 
degree of grasp which is very useful for this 
type of patient (figure 15). At times special 
bracing (figure 16) will give the patient ef- 
fective prehension. In this case the patient 
operates his hand as an amputee would oper- 
ate a hook. 

Even the poliomyelitic patient who does not 
have good shoulder power available can be 
amazingly active in special equipment such as 
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FIGURE 15. Same patient as in figure 14: with wrist ex- 
tending, the fingers, if allowed to tighten properly, have 
a degree of useful grasp. 


balance slings or feeders which give him the 
necessary arm range (figure 17). 

Apparatus may be used to assist a weakened 
member or to substitute for some lost func- 
tion. Examples of this have been demon- 
strated. Proper training with such equipment 
is needed so that the patient will not reject it. 
Usually. specialized personnel such as occu- 
pational therapeutists and brace makers will 
be needed. The important point, however, is 
to have the joints movable and the remain- 
ing musculature developed to its maximum, 
so that no valuable time is lost in correcting 
deformities and developing strength once the 
patient can be fitted with this equipment. 


FIGURE 16. Special bracing provides effective prehension: 
patient operates his hand as an amputee operates a hook. 
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FIGURE 17. Special equipment for poliomyelitic patient 
to permit necessary arm range. 


Functional Surgery 


Surgical procedures, properly selected and 
performed, have a deservedly high incidence 
of success, because they are, of necessity, 
based on a careful evaluation of the potentials 
presented by the patient. | see no reason to 
set an arbitrary time limit before instituting 
any particular type of therapy, and this is cer- 
tainly true of surgical procedures. 

At present the majority of operations per- 


formed on patients with severe paralysis are 


FIGURE 19. Useful motion supplied by opponensplasty. 
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FIGURE 18. Patient who had onset of poliomyelitis at age 
three months and whose deformities were not treated 
until he was five and a half years old. Corrective casts 
and surgical release of one hip and one tendo achillis, 
followed by proper bracing and training, have effected 
great improvement in function. 


FIGURE 20. When muscle strength is insufficient for ten 
don transference to thumb, bone block will help greatly. 
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rIGURE 21 (left). Mini- 
mal hand function in a 
patient with severe 
shoulder paralysis. 


FIGURE 22 (right). Re- 
sult of shoulder fusion 
of the patient shown in 
figure 21. 





FIGURE 23. Patient with flail abdomen supported by in- 
ternal fascial splints which permit patient to walk bet- 


ter and enhance visceral function. 
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done to correct deformities which should have 
been prevented and which do not respond to 
conservative care. Such surgery would never 
be necessary if the initial care were adequate. 
The family doctor who sees the patient initial- 
ly can do more than anyone else to eliminate 
this type of surgery. 

Figure 18 shows a boy who had the onset 
of poliomyelitis when he was three months old. 
When we first saw him, he was five and a half 
years old and had never attempted to walk. 
His hips and knees were contracted at 90 de- 
grees and his feet were in complete equinus 
position. This boy was a functional quadriped, 
in that he moved around on his hands and 
knees. After application of a series of cor- 
rective casts and the surgical release of one 
hip and one tendo achillis, followed by the 
fitting of proper braces and intensive train- 
ing, this boy now uses only one long leg brace, 
which soon will be reduced to a short leg 
brace, and crutches. He is able to get around 
very effectively and rapidly. He has a surpris- 
ing amount of remaining muscle power that 
had previously been undetected because of the 
prevalence of deformities. Had this boy had 
proper care initially, deformities never would 
have occurred, and his result at this time 
would, we know, be much better than it is. 

What else does surgery offer that cannot be 
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accomplished in any other way? First, harm- 
ful motion can be eliminated, as, for exam- 
ple, by tendon transference in a foot being 


pulled into a deformed position or by neurec- 
tomy in a patient with spastic paraplegia. 

Second, useful motion can be supplied, as 
by opponensplasty (figure 19). In this in- 
stance there has been a tendon transfer, mak- 
ing a ring finger flexor to the thumb and giv- 
ing it excellent function in opposition. When 
there is not sufficient muscle strength for ten- 
don transference to the thumb, a bone block 
will be of great help (figure 20). 

Third, stability can be obtained, as exem- 
plified by spinal fusion, triple arthrodesis or 
abdominal fascial transplants. 

When a shoulder is as severely paralyzed as 
in the case illustrated in figure 21, hand fune- 
tion is minimal. The postoperative result is il- 
lustrated in figure 22. A shoulder fusion makes 
it possible for even weak elbow flexors to bring 
the hand to the face and provides stability for 
ordinary activities previously impossible; it 
does this much more effectively and com- 
fortably than any brace. In this case the op- 
posite extremity was totally useless. 

The patient shown in figure 23 has a com- 
pletely flail abdomen which is being supported 
by internal fascial splints. These splints make 
it possible for the girl to walk much better 
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and greatly enhance her visceral function. 
Basically these procedures do not consist of 
revolutionary or highly complicated technics. 


Summary 


There must be an increasing awareness by 
all physicians who initially care for severely 
paralyzed patients and to whom the patients’ 
families look for guidance as to what can be 
done. I have tried to demonstrate various tech- 
nics available and to stress the following: 

1. Prevention of deformity. 

2. Correction of deformity when present. 

3. Early function; prevent stagnation of 
body and mind. 

4. Apparatus. 

5. Functional surgery. 

6. Motivation. 

Hope sustains the patient and his family 
during the initial period of depression. Moti- 
vation is the subtle but very powerful force 
that directs the will to live and to do, that is 
present in all rational beings, although hid- 
den and dormant in many. We must inspire 
and direct this motivation so that the patient 
will continue to work for realistic and tangi- 
ble goals. Fortunate indeed is the patient who 
has an understanding and wise physician in 
whom to place his confidence when the cata- 
strophic paralytic disease strikes. 
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Since the scope of 
this article will not al- 





low detailed discussion 
of the controversial as- 


yee f 


acm 


FREDERICK C. GOETZ 


pects of the manage- 
ment of diabetes, an 
effort will be made to 
present in a straight- 
forward manner only 
those principles which 
seem to be most valu- 
able from the viewpoint 
of our present experience with this disease. 

it should be emphasized that office man- 
agement will not suffice either for patients 
who have diabetes complicated by serious in- 
fection or ketosis, or for patients who have 
obvious physical or mental handicaps which 
make their training difficult. It is best to hos- 
pitalize such patients from the onset of the ill- 


*Diabetes Clinic, Department of Medicine, University of Minnesota 
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ness. In fact, many physicians feel that the 
best initial training of nearly all diabetic pa- 
tients is accomplished in the hospital. 


Goals of Treatment 


In order to consider treatment of a diabetic 
patient successful, the patient must attain a 
normal weight, be free of diabetic symptoms, 
and be armed with knowledge adequate to 
control those complications which are suscep- 
tible to management. In addition, an effort 
should be made to maintain the blood sugar 
as close to normal levels as is compatible with 
comfortable and uncomplicated living. Spe- 
cifically, this means fasting blood sugar levels 
below 120 mg. per cent,7 with values no high- 
er than 170 mg. per cent after meals. 

In certain patients, such control cannot be 
achieved without frequent and unpleasant hy- 


+True blood sugar values, such as those obtained with the method 
of Somogyi and Nelson, are used. Methods such as those of Folin 
and Wu give values 20 to 30 mg. per cent higher, 
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poglycemic reactions. The quantitative meas- 
urement of the 24 hour output of sugar is a 
very helpful guide to the management of such 
patients. A 24 hour spill less than 20 gm. or 


less than 10 per cent of the dietary carbohy- 
drate intake is very satisfactory under these 
conditions. “Normal weight” is difficult to de- 
fine, but standard tables such as those pre- 
pared by the Metropolitan Life Insurance 
Company may be a valuable guide if consid- 
ered along with the patient’s weight in early 
adult life. 


Diagnosis 


There is no problem in diagnosis when the 
patient presents with fully developed symp- 
toms and the laboratory reports a 4 plus re- 
action for sugar in the urine and a markedly 
elevated blood sugar concentration. The case 
in which the patient is free of symptoms and 
has shown only an occasional small amount of 
sugar in the urine requires further comment. 

It must be remembered that diabetes is a 
very common ailment; according to the Ameri- 
can Diabetes Association, 1 in every 75 per- 
sons has it. Though a harmless “alimentary 
glycosuria” may develop during pregnancy or 
in a person with a permanently low kidney 
threshold, this is an uncommon situation. Gly- 
cosuria, even if transient or slight in degree. 
usually means diabetes and always should be 
further investigated. Our hospital records 
show a surprisingly great number of cases in 
which a trace of sugar in the urine, uncertain 
in significance, was shown many years later 
to have indicated diabetes. 

Since a number of patients with clearly ab- 
normal glucose tolerance tests may have a nor- 
mal blood sugar level on fasting, it is clear 
that the best single test to rule out diabetes 
is a blood sugar determination after a meal, 
not before. One hour after a meal (even a 
very generous meal with much carbohydrate ), 
the venous blood sugar should not exceed 160 
mg. per cent, and after two hours, it should be 
below 110 mg. per cent. It is true, of course, 
that an elevated fasting blood sugar (greater 
than 110 mg. per cent) establishes the diag- 
nosis of diabetes by itself. A glucose tolerance 
test adds no useful information when the fast- 
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ing blood sugar is already abnormal. If cer- 
tain complicating acute conditions are pres- 
ent—infection, fever, an acute myocardial or 
cerebral infarct—decision must be reserved 
and the test repeated later. 

If the postprandial blood sugar reading is 
inconclusive, a formal glucose tolerance test 
may then be done. The simplest method is to 
measure blood sugar fasting at periods of one- 
half, one, two, and occasienally three hours 
after giving 100 gm. glucose by mouth. The 
blood sugar should not exceed 160 mg. per 
cent and should return to 110 mg. per cent 
or below in two hours. Only rarely will further 
tests be needed for clinical purposes. The two 
hour value alone may be sufficient. 

Sugar in the urine is almost always glucose. 
A simple screening method is now available to 
demonstrate the rare occurrence of a sugar 
other than glucose; the enzymatic tests (TEs- 
TAPE® and CLINISTIX®) will respond only to 
glucose. whereas Benedict’s test, CLINITEST® 
and others depending on copper reduction 
will react with a number of substances other 
than glucose. 


Diet 


Dietary management is the cornerstone of 
successful treatment of diabetes, whether or 
not the patient requires insulin. A small mi- 
nority of patients who are thin and have only 
slight hyperglycemia can manage by avoiding 
pure carbohydrate foods and with moderate 
caloric restriction. All others should have a 
planned diet; overweight patients generally 
find it easier to follow a specific plan, and, for 
the patient who requires insulin, there is no 
practical alternative to a planned diet if close 
regulation is to be achieved. 

Fortunately, the planned diet is no longer 
as complicated and forbidding a matter as it 
once was. The “exchange” method worked 
out by the American Dietetic Association has 
an accurate scientific foundation; yet it is sim- 
ple enough to be used without the aid of a 
trained dietitian. Copies of the diet booklet 
for distribution to patients may be ordered 
from the American Diabetes Association, | 
East 45th Street, New York 17. Some very 
useful additions to the exchange diet plan, by 
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TABLE 1 


ExampLe oF Dietary PRESCRIPTION 





Patient is a 35 year old, moderately active man in whom 
diabetes developed recently. His normal weight is 154 
lb. (70 kg.); weight during examination was 145 Ib. 
Total calories 
Basal allowance 

154 lb. x 10 calories per pound = 1540 calories 

Add 50 per cent for activity 770 calories 
2310 calories 





Protein 
1.5 gm. per kilogram (70 kg.) = 105 gm. (420 
calories) 

Fat 
35 per cent of 2300 calories (805 calories) 
805 + 9 calories per gram fat = 90 gm. (810 
calories) 

Carbohydrate 
Remaining calories = 2310 
calories 


(420 + 810) = 1080 
1080 ~ 4 calories per gram carbohydrate = 270 gm. 


Final prescription 


Protein 105 gm. 
Fat 90 mg. 
Carbohydrate 270 gm. 





Elizabeth Caso, appeared in the Journal of 
the American Dietetic Association in October 
1956. 

Calories—Normal or ideal weight is the 
basis for caloric allowance. The basal allow- 
ance is about 10 calories per pound of normal 
weight (20 to 25 calories per kilogram). An 
obese patient will need less than this: the 
growing child, the underweight patient. the 
pregnant patient and the physically active 
male patient may need 50 to 100 per cent 
more calories. 

Protein—Allow 0.5 gm. protein per pound 
(1 to 2 gm. per kilogram) of normal weight. 

Carbohydrate and fat—lf the total caloric 
and protein allowances have been decided. 
the amounts of carbohydrate and fat pre- 
scribed will be reciprocal. Currently used diet 
plans tend to approximate the normal Ameri- 
can diet, which furnishes about 45 per cent of 
the calories in the form of fat. However, since 
diabetics as a group are particularly prone to 
atherosclerosis, it must be asked if the present 
evidence about the relationship between die- 
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tary fat and coronary heart disease does not 
apply especially to them. Thus, allowing 35 
per cent total calories, at most, to come from 
fat seems to be a resonable practice. A sam- 
ple calculation of a diet prescription is given 
in table 1. 

If fat is reduced, the dietary carbohydrate 
inevitably will seem high to some patients. 
This has not been a serious objection if the 
purpose is explained to them, and no difficul- 
ties in regulation seem to result. Further fat 
restriction may well prove desirable. 

Working out the actual diet plan for the 
patient is now simple with the use of the ex- 
change list (table 2). It is important, first of 
all, to consider the patient’s previous living 
and eating habits. It should be made clear to 
him that day-to-day regularity, rather than 
prohibition of any single kind of food, is the 
essence of the diet for diabetes. The patient 
will be more likely to accept this basic re- 
quirement if it conflicts as little as possible 
with his former habits. This method seems to 
be more successful than the arbitrary division 
of carbohydrate and calories into prescribed 
fractions. 


Insulin 


When should insulin be prescribed? As 
with other potent and valuable medicines. 
such as digitalis, it should be recommended 
only after careful review of the entire case. 
Once begun, however, insulin should not be 
omitted without an equally careful review of 
the original indications. If insulin is advised, 
it is probably kinder to the patient to let him 
know at once that he will need it for a matter 
of years, rather than to encourage the hope 
that in a few weeks or months he will be able 
to discard his syringe. 

Insulin should be given from the beginning 
to patients who have enough glycosuria to pre- 
sent symptoms and yet are normal in weight 
or underweight. On the other hand, obese pa- 
tients should conduct a vigorous campaign to 
lose weight for one to two months before in- 
sulin is prescribed. The steady drop in blood 
sugar and the disappearance of glycosuria, 
resulting from weight loss alone, can be most 
impressive to the patient. However, any pa- 
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TABLE 2 


Composition OF Foop ExcHaNnces” 





FOOD MEASURES GRAMS 

Milk 14 pint 240 
Vegetable (group At) As desired 

Vegetable (group Bt) My cup 100 
Fruit Varies 

Bread 1 slice 

Meat 1 oz. 30 
Fat 1 teaspoon 5 


CARBOHYDRATE PROTEIN FAT CALORIES 


12 8 10 170 
7 2 36 
10 10 
15 2 68 
7 5 73 

5 45 





*From the American Diabetes Association “Diet Card for 


*The 3 and 5 per cent vegetables 


Peas, squash and root vegetables 


tient who shows persistent fasting blood sugars 
above 120 mg. per cent or postprandial values 
over 170 mg. per cent should be given insulin 
when the maximum benefit of weight Juss has 
been attained. 

What form of insulin should be given? The 
important consideration is that it should be a 
long-acting form. If steady and continuous 
control of blood sugar is important in deter- 
mining the long-run success of treatment in 
diabetes, the 24 hour action of DEPpoT® in- 
sulin is a very precious property which should 
be used extensively. The available prepara- 
tions are summarized in table 3. Of these, 
NPH-50 and Lente seem to be most favored 
at the present time. For most purposes they 
are interchangeable. Since Lente insulin has 
a few theoretical advantages, it is probable 
that eventually it will replace NPH insulin. 
There is no doubt that there is a great need 
for simplification of the available types of 
insulin. 

Control on a single dose of long-acting in- 
sulin is a goal which the majority of patients 
who need insulin can attain. The usual office 
patient can be started directly on 10 to 15 
units of NPH or Lente daily. The dose is then 
increased stepwise, usually by not more than 
5 units per week, as urine tests indicate. 

Although both NPH and Lente are most ef- 
fective in controlling afternoon glycosuria, the 
total duration of the action of each is roughly 
24 hours. When more than 50 units a day is 
needed, additional quick-acting (regular) in- 
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sulin is almost always required to control fore- 
noon glycosuria. Fortunately, this can be 
mixed with either NPH or Lente without the 
need for separate injection, provided the mix- 
ture is given promptly after preparation. A 
rare labile patient can be managed best on 
two doses of Lente or NPH per day, one be- 
fore breakfast and one before supper or at 
bedtime. When the two components of Lente 
(Ultra-lente and Semi-lente) are made avail- 
able, separately individualized mixtures will 
be possible for the difficult cases. 

A single scale (U-40 or U-80), long syr- 
inge* containing 1 cc. (resembling in size 
that used for tuberculin injection) is recom- 
mended because of its simplicity, accuracy 
and legibility. Even the most intelligent pa- 
tient can acquire surprising misconceptions 
about syringes and units; thus the simpler the 
syringe, the better. 


Oral Substitutes for Insulin 


- The value of CARBUTAMIDE® and _ tolbuta- 
mide (ORINASE™) has not yet been settled. 
Though serious and even fatal toxic reactions 
have been described, many patients have taken 
these agents without harm. However, it is 
clear that their greatest usefulness has been 
in patients who are likely to be well managed 
by dietary treatment alone. Unfortunately, the 
unstable, “juvenile” patient, whom one would 
most like te make independent of insulin, does 


*Becton, Dickinson and Co. 
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TABLE 3 


SUMMARY OF INSULIN PREPARATIONS 





REGULAR OR 
CRYSTALLINE 


Acid solution 
pH 2.5 to 3.5 


Description 


Concentration (units per cubic 
centimeter) 


10, 80, 100 


Modifying agent (amount per 100 None 
units) 
Proportion of bound insulin None 


Zine (amount per 100 units) 0.0 to 0.4 mg. 


Route of administration Intravenous or 


subcutaneous 


(ction Very rapid 
Onset 1 hour 
Peak 2 to 3 hours 
Duration 6 to 8 hours 


Can be mixed with regular insulin? 


NPH 


Neutral suspension 


pH 7.1 to 7.4 
410, 80 


Protamine 
0.3 to 0.6 mg. 


67% 

0.016 to 0.04 mg. 
Subcutaneous 
Rapid 

1 to 2 hours 


10 to 20 hours 
20 to 32 hours 


Yes 


LENTE 


Neutral suspension 
pH 7.2 


40, 80 


None (acetate 
buffer) 


None 
0.2 mg. 


Subcutaneous 


Rapid 

1 to 2 hours 
10 to 18 hours 
20 to 28 hours 


Yes, up to 1:2 
Regular: Lente 


PROTAMINE ZING 


Neutral suspension 


pH 7.1 to 7.4 
10, 80 


Protamine 
1.0 to 1.5 mg. 


100% 
0.2 to 0.25 mg. 


Subcutaneous 


Slow 

1 to 6 hours 

16 to 24 hours 
24 to 36 hours or 
longer 


No, except in 
2:1 mixtures 


Regular: Protamine 





not respond to the new drugs. We must await 
further knowledge of their action mechanism 
and possibly further chemical modifications of 
the substances themselves before predicting a 
permanent place for them in treatment. 


Urine and Blood Tests 


Qualitative urine tests for sugar, done by 
the patient himself, necessarily remain the 
basis for judging the adequacy of day-to-day 
regulation. For the majority of patients, these 
should be done four times a day during early 
regulation, but later, twice a day at most is 
sufficient: a test on the second specimen be- 
fore breakfast, plus a second test before the 
noon meal, before supper. or at bedtime, on 
successive days. 

What is the best test? Each has some ad- 
vantages and some drawbacks. The familiar 
test of Benedict is cheap and easy to interpret. 
It has a wide color range, but it is undeniably 
somewhat cumbersome for frequent use. Clini- 
test tablets are more convenient but more ex- 
pensive, spoil in dampness, and often are hard 
to read precisely. 
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For convenience, the enzyme-treated paper 
strips (Tes-Tape and Clinistix) are unsur- 
passed. These are highly specific for glucose, 
which is an advantage in a known diabetic: 
however, if these tests were used in the initial 
screening, some of the more uncommon dis- 
orders would be missed. Tes-Tape has been 
popular with newly diagnosed diabetics who 
have not used any other testing method. Pa- 
tients accustomed to Clinitest or other copper 
methods have been less enthusiastic. Part of 
the difculty with Tes-Tape lies in the use of 
arbitrary “plus” ratings rather than percent- 
ages. Table 4 shows the comparison of the 
scales supplied by the manufacturers of the 
two tests. 

It is clear that the tape test is more sensi- 
tive. This is an advantage if close control 
short of hypoglycemia is to be achieved. There 
is no doubt that the abrupt jump from 0.5 per 
cent (3 plus) to 2 per cent (4 plus) is a de- 
fect of the tape test which is awkward at times. 

While the importance of blood sugar con- 
trol has been emphasized, it must be recog- 
nized that in some unstable patients there is 
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TABLE 4 


COMPARISON OF Two QUALITATIVE UrINE TESTS FOR SUGAR 





TESTS 
0 0.1 0.25 
Tes-Tape 0 14 24 
Clinitest 0 trace 


PER CENT SUGAR 


0.5 0.75 1.0 2.0 


3+ 44 
1+ 24+ 3+ 14 





so much fluctuation in blood sugar that occa- 
sional measurements have little meaning. Such 
patients will show sugar in one or more spot 
urine tests no matter how carefully their pro- 
gram is adjusted. We have found the quanti- 
tative measurement of sugar in a 24 hour 
urine specimen of particular help in manag- 
ing such patients. A spill of less than 10 per 
cent of the daily carbohydrate intake can be 
taken as evidence that the total metabolism is 
not seriously deranged. A spill of less than 5 
per cent indicates good control. 

For this purpose the method devised by 
Somogyi is inexpensive, simple and of ade- 
quate accuracy: Equal volumes of urine from 
a 24 hour sample and of alkaline solution (10 
per cent sodium carbonate) are mixed in a 
test tube and heated for eight minutes in a 
boiling water bath. The resulting brown color 
is compared with a permanent set of color 
standards* and the percentage of sugar read 
directly. 

A special use of the enzyme tape which may 
be of great practical help is the rough estima- 
tion of blood sugar. This can be done on plas- 
ma with the urine Tes-Tape, or on whole blood 
with a red tape designed for the purpose. 
These are now undergoing trial and appear 
to be at least accurate enough to tell a normal 
or high blood sugar from a very low one. 
This much information may be of great help 
when it is rapidly available. 


Ideal Regulation 


The ideally regulated patient will not show 
anything greater than 0.25 per cent among his 
home urine tests, and his 24 hour sample will 
show less than 10 gm. sugar (on a carbohy- 


Obtainable from A. S. Aloe and Co. 
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drate intake of approximately 200 gm.). Fast- 
ing blood sugar will be less than 120 mg. per 
cent and a blood sugar after eating will be 
170 mg. per cent or less. His weight will be 
steady, at normal value, and he will be free 
from any symptoms of hypoglycemia. While 
this ideal picture may seem difficult to obtain, 
current methods allow an increasing number 
of patients to approach it quite closely. 


Care of the Feet 


Proper care of the feet is just as important 
for the patient who does not require insulin 
as for the “severe” diabetic. Treatment should 
include a daily foot soak in lukewarm tap 
water (it may be safer to recommend cold 
water to the less intelligent patient ) and care- 
ful drying and inspection of the feet after- 
ward. For dryness, lanolin should be applied 
two or three times a week. Corns and calluses 
should be gently filed with an emery board. 
never trimmed with a blade. When there is 
maceration between the toes, lamb’s woo! 
should be used to keep them apart. Nails 
should be cut straight across, and unusually 
thick or ingrowing nails should be thinned 
and made more flexible by filing. 


Emergencies 


Hypoglycemia of serious or even fatal out- 
come still occurs with the newer long-acting in- 
sulins. If serious injury is to be avoided, this 
emergency must be met either by the patient 
himself or by his family. Every patient on in- 
sulin should carry an explanatory identifica- 
tion card and some form of sugar with him at 
all times. 

Intercurrent infection almost always de- 
mands extra insulin. The patient should ask 
for advice regarding increased dosage if two 
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or more urine tests show 4 plus sugar; intelli- themselves; they must be warned to get help 


gent patients can give themselves extra quick- long before such symptoms as drowsiness or 
acting insulin by test. Patients should be par- coma appear. 

ticularly warned not to omit insulin if they ; 

have nausea or vomiting: acidosis develops Summary 

with such omission. Most gastrointestinal up- Every diabetic should know: (1) his diet 
sets can be weathered by taking the usual or a __ plan and the basic principles of an exchange 
somewhat increased insulin dose, and by tak- diet; (2) how to give insulin properly to him- 
ing in small portions a liquid diet consisting self; (3) how to test his urine; (4) how to 
of 1 qt. of milk, 1 qt. of fruit juice, and 1 qt. of — take care of his feet: (5) what an insulin re- 
water. bouillon or diluted tea. Discussion of action is and what to do about it; and (6) 
diabetic coma is of little value to patients what to do if he becomes acutely ill. 
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76. RADIATION HAZARDS 


The medical use of radiation is clearly of the utmost value in the preven- 
tion, diagnosis, investigation and treatment of human disease, but the possi- 
ble effects of this irradiation on individuals require examination. 

Generally speaking, the irradiation of living beings may produce radio- 
biologic effects either on the irradiated individual himself or, through him, 
on his descendants. The former is termed somatic and the latter, genetic 

| effects. Somatic effects vary according to the different organs or tissues af- 
fected and range from slight and reversible disturbances, such as cutaneous 
erythema, to the induction of leukemia or other malignant diseases. The 
possible reversibility of the somatic effects of radiation received in small 
doses or at low dose rates encourages the belief that there are permissible 
doses of radiation which will not cause completely irreversible or significant 
somatic damage. The threshold for occasional somatic damage may, how- 
ever, prove to be low. In the case of genetic effects, on the other hand, there 
may be no threshold. These effects increase with a frequency corresponding 
to the total amount of radiation received by the germinal tissues and, in the | 
great majority of cases, are adverse. 

Many other factors complicate the interpretation of radiobiologic effects. 
The differences between a whole and partial body radiation, between single 
exposure and continuous irradiation, or between the effects of different types 
of radiation are still imperfectly understood. Biologic differences in the 
radiosensitivity of various tissues or of the tissues of people of different age 
or sex obviously influence the nature of radiation hazards. It is clear, how- 
ever, that any radiation of gonads and any substantial irradiation of other 
tissues involve a chance of significant damage which requires assessment. 


United Nations Scientific Committee on the Effects of Atomic Radiation 
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New Treatments for 
Rheumatoid Arthritis 


WILLIAM H. KAMMERER* 


Cornell University Medical School, New York 


Peruaps a more ap- 
propriate title for this 
presentation would be 
“New evaluation of old 
methods of treatment” 
or “‘A second look at 
the so-called newer 
methods of treatment.” 
I am not going to in- 
troduce a pharmaceutic 


WILLIAM H. 
KAMMERER 


or therapeutic miracle. 
Over the years, many 
methods of treatment 
for rheumatoid arthritis have evolved. We do 
not know the cause of the disease, and conse- 
quently the treatment must be empiric. How- 
ever, through trial and error, a number of 
measures have been proved helpful. Actually 
the word “treatment” is a misnomer as there 
is no treatment for rheumatoid arthritis; a bet- 
ter term would be ““management.” 
Management of a patient with rheumatoid 
arthritis embraces many therapeutic modali- 
ties which differ from case to case and in any 


*Assistant Professor of Clinical Medicine, Cornell University Medical 


School, New York, New York 
Presented before the forty-first annual Assembly of the Interstate 
Postgraduate Medical Association at Cleveland 
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particular case at different times, depending 
on the stage and severity of disease. What is 
good for a patient one week may not neces- 
sarily help him the next. 

Socio-economic factors such as age, sex, 
family problems and the like enter into man- 
agement. The physician must modify his 
course of action from time to time and not 
hold to any set program. Rheumatoid arthritis 
is a dynamic disease, not a static one. Many 
of my colleagues feel that it is never cured 
and that the possibility of relapse is always 
imminent. Regardless of whether or not this 
is true, we do know that treatment in most 
cases must continue for a long period. 


Presentation of Patient 


To illustrate the points | would like to make. 
we have a patient here who has had rheuma- 
toid arthritis for some time, approximately 
seven years. She is 35 years of age. I talked 
with her backstage, and she told me that 
about a year elapsed after the onset of her dif- 
ficulty before she sought medical care. At first 
she had “foot trouble” and she bought many 
different pairs of shoes, but they did not seem 
to solve the problem: she also had weakness 
and lassitude and was unable to carry on her 
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usual activities. When she first sought medical 
aid, she was placed on gold treatment. This 
was discontinued after one month, for reasons 
which are not clear to her. For the next seven 
years, or between 1947 and 1954, she had 
many types of treatment. Most of them, she 
believes, were to alleviate pain. 

In 1954 she consulted one of the arthritis 
clinics in Cleveland and was placed on corti- 
sone. Use of this agent was continued for a 
period of time, but she had some undesirable 
side effects, chiefly weight gain and retention 
of fluid, manifested by edema of the ankles. 

In 1955 she was given prednisone in a dos- 
age of 15 mg. daily, and she has been main- 
tained on that agent ever since, or a little more 
than two years. At present she takes 10 mg. of 
prednisone daily. 

(To the patient): Mrs. B., what bothers you 
the most at the present time? 

PATIENT: My hip joints. | cannot raise my 
legs as high as they are supposed to go. 

DR. KAMMERER: Would you please walk 
across the stage. She walks with a short, minc- 
ing gait, but her posture is reasonably good. 
Would you stand with your side to the audi- 
ence and bring one leg up as far as you can. 
I will hold you so you will noi fall. Now the 
other leg. There is considerable restriction in 
flexion of the hips. Now bring your leg out to 
the side: and the other side. Now bend for- 
ward and touch the floor. The restriction in 
motion is due entirely to disease of the hip 
joint, and she does not have back pain. 

| would like to demonstrate her hands. 
There is slight ulnar deviation of the fingers, 
with obvious active synovitis in the joints. A 
small subcutaneous nodule is palpable just be- 
low the olecranon process. These nodules. of 
course, are one of the badges of the disease. 

Mrs. B., of all the medications you have re- 
ceived over the years, which was the best? 

PATIENT: The one | am getting now. 

DR. KAMMERER: 
and 1954, what happened to your family life 


Setween the years 1947 


as far as being able to take care of your family 
was concerned ? 

PATIENT: I could do very little. I had a lit- 
tle boy and I could hardly take care of him at 
all. | was unable to do my own housework. 
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DR. KAMMERER: What can you do now? 

PATIENT: | have gone back to my profes- 
sion, which is a beautician, and | am working 
part time. 

DR. KAMMERER: How many hours a day do 
you work? 

PATIENT: About five or six hours. 

DR. KAMMERER: You told me that you were 
pregnant after the development of this dis- 
ease. What effect did the pregnancy have on 
your condition? 

PATIENT: At first it seemed to improve. up 
to about six months. Then it got worse. 

DR. KAMMERER: In addition to prednisone 
(METICORTEN”), what other treatments are 
you taking now? Are you doing exercises? 

PATIENT: Oh, yes. 

DR. KAMMERER: Where did you learn these 
exercises? 

PATIENT: At the Rehabilitation Center. 

DR. KAMMERER: Do you do them faithfully? 

PATIENT: Yes. 

DR. KAMMERER: What do you think of them? 

PATIENT: They are marvelous. If I don't 
do them, my joints stiffen, and without them 
| probably would be back where I was. 

DR. KAMMERER: Do you take aspirin or 
salicylates in some form? 

PATIENT: Just aspirin. 

DR. KAMMERER: How much aspirin do you 
take a day? 

PATIENT: Usually not more than 4 er 5 tab- 
lets a day. according to the way I feel. 

DR. KAMMERER: You told me that last year 
you were having some difficulty with your 
knees and had some injections, on four or five 
occasions. 

PATIENT: Yes. 

DR. KAMMERER: Did that help? 

PATIENT: It helped considerably. 

DR. KAMMERER: But you have not had to 
have these injections for the past four or five 
months, is that right? 

PATIENT: That is right. 

DR. KAMMERER: I believe you told me that 
when you were taking cortisone you gained a 
considerable amount of weight and had swell- 
ing of the ankles. 

PATIENT: Yes, | did. 

DR. KAMMERER: With the medication you 
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are now taking, do you have such effects? 
PATIENT: No. 


DR. KAMMERER: You do have some round- 
ing of the face, is that right? 

PATIENT: Yes, occasionally. 

DR. KAMMERER: Thank you, Mrs. B. | hope 
you continue to do well. 


Discussion of Case 


This case illustrates several important points 
in the management of rheumatoid arthritis. At 
first the patient had articular discomfort and a 
feeling of malaise. She did not seek medical 
care until about a year later. Frequently these 
patients wander from doctor to doctor and are 
labeled psychoneurotics or anemics or some 
such thing before the classic articular mani- 
festations become apparent. 

She was given gold treatment in a fairly 
early stage of the disease, but for only one 
month. Almost above all else, the point | 
would like you to remember from this discus- 
sion is that the use of gold in rheumatoid 
arthritis must be continued over a long period. 
Its effects are not apparent until approximate- 
ly three months of treatment have elapsed. Too 
often the physician and the patient become dis- 
couraged after four or five weeks, and treat- 
ment is discontinued. That is not the way to 
employ gold treatment. Use of this agent will 
tax the patience of both patient and doctor, 
but the physician must reassure the patient 
continually and must persevere. 

Mrs. B. first received cortisone in 1954, 
four years after the drug was introduced. Un- 
fortunately, even today there are far too many 
practitioners who meet the patient with rheu- 
matoid arthritis at the door with a handful of 
cortisone pills and say, “Here, take these and 
your troubles will be over.” Again, that is not 
the way to manage rheumatoid arthritis. | am 
not saying this in a critical sense, but rather 
in the sense that we have been rather high- 
pressured, I think, to believe that the various 
corticosteroids are the final answer to the 
problem. 

Her history points up several other impor- 
tant features. One is the fluid retention that 
occurs with cortisone and which prednisone 
seldom produces. This has been a great boon 
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to many patients. Weight gain also is not as 
prominent with prednisone as with cortisone. 
Rounding of the face is common with the use 
of either agent, and perhaps somewhat more 
so with prednisone. This, however, is a cos- 
metic problem and one which the patient must 
accept. 

I would like to emphasize that Mrs. B. had 
the advantage of going to a rehabilitation cen- 
ter, where she learned just what she could ac- 
complish by herself at home, particularly with 
exercises. | think exercises are the sine qua 
non in management of rheumatoid arthritis. A 
patient with this disease seldom becomes crip- 
pled because of the articular changes alone, 
except in instances of fulminating disease. 
Crippling is due to marked muscle wasting, 
which, in turn, is due to the disease. It seldom 
will occur if the patient will persevere at his 
exercises, day in and day out. The patient 
here today is a sterling example of what can 
be accomplished in that respect. She has been 
able to resume her work as a beautician, and 
even though there is involvement of the hands 
she still can grasp the instruments necessary 
for her work and she has a very good grip. 

It is extremely difficult to get these patients 
to persevere in doing their exercises. They 
cannot see any immediate results, and the 
exercises are a bore, but the doctor must in- 
sist constantly that they carry them out and 
that they do them correctly. Instructing them 
in how to do them is not difficult, because 
basically the exercises amount to the moving 
of each joint of the body through a full range 
of motion, preferably in a warm tub—exten- 
sion, flexion, abduction, adduction, rotation, 
and so forth. Doing this on a systematic basis 
10 or 15 times a day for each joint in a tub 
of water at 97° F. takes approximately 15 
minutes, and probably will pay bigger divi- 
dends than any other single measure as far as 
prevention of crippling is concerned. All the 
other physical therapeutic measures are frost- 
ing on the cake. 

On four or five occasions, Mrs. B. had intra- 
articular injections in the knees. One of the 
corticosteroids undoubtedly was given, prob- 
ably hydrocortisone. This often is a worth- 
while adjunctive measure, particularly for the 
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weight-bearing joints, the knees. Many times 
it will tide a patient over an acute flare-up in 
one or two joints. Obviously one cannot use 
it in all joints, and consequently it is best re- 
served for one or two which are particularly 
troublesome. The knees are easy to inject: 
one can do it as an office procedure. 


TABLE 1* 


MEASURES OF Provep VALUE IN RHEUMATOID ARTHRITIS 





1. Rest of the body, mentally and physically. 


2. Rest of the involved joints, with splinting to prevent 
deformity when indicated. 


3. Physical therapy (heat, massage and special exer- 
cises) and occupational therapy. 


1. A sensible, nutritious diet containing adequate calo- 
ries, vitamins, minerals and anticonstipation factors. 


5. Relief of pain—splinting of affected joints, rest, 
physical therapy, analgesics when required (espe- 
cially aspirin and often phenylbutazone), and seda- 
tives and hypnotics if needed. 


~ 


Avoidance of cold, dampness and drafts. 


7. Psychotherapy, and proper attention to maladjusted 
human relationships leading to emotional reactions, 
especially anxiety and resentment. 


8. Orthopedic measures including supports, good pos- 
ture, elastic bandages, braces when indicated, proper 
shoes, corsets, plaster casts, manipulation of joints, 
and orthopedic surgery if required (but only under 
expert supervision ). 


. Symptomatic therapy as indicated to combat consti- 
pation, anemia, insomnia, extreme fatigue and tired- 
ness, undernutrition and lack of appetite, meno- 
pausal symptoms if present, etc. One must never for- 
get that he is treating a human being, and not a 


disease. 


10. Blood transfusions. Patients with this disease usually 
present a secondary anemia which responds poorly 
to iron administration but well to whole blood trans- 


fusions. 


11. Chrysotherapy. Most investigators are convinced that 
gold when combined with a sulfhydryl group, ad- 
ministered parenterally, will produce remission in a 
high percentage of cases. 


Nm 


. Removal of proved intercurrent (focal) infections, 
on the theory that any measure which improves gen- 
eral health may contribute to a remission. 


uw 


. Roentgen therapy. Of real value only in rheumatoid 
spondylitis; value not proved for typical rheumatoid 
arthritis. 


14. ACTH, cortisone or hydrocortisone if the arthritis 
progresses in spite of the above measures. 








*Fr Comroe’s “Arthritis.” Ed. 5. Philadelphia, Lea & Febiger. 
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Table 1 lists the various measures which 
are of proved value in the management of 
rheumatoid arthritis. Any combination can 
be employed. 


Psychotherapy 


We hear a good deal about psychotherapy. 
To my mind, this is rather a banal term. What 
does psychotherapy mean? In rheumatoid ar- 
thritis, | do not think it means the advice of a 
professional psychiatrist, but rather I think 
it means the reassurance of a friendly family 
physician who knows the home problems and 
will exhibit confidence and optimism and in- 
spire the patient to carry on for another week. 
another month. 


Diet 


The question of diet is another point that 
is bandied about a great deal these days in 
regard to rheumatoid arthritis. Perhaps this 
is because of the popularity of a little book 
that is enjoying the best-seller list. entitled 
“Arthritis and Common Sense.” This work 
states that various combinations of food will 
make the arthritic patient dance in the streets. 
Well. every diet known to man has been tried 
in this disease, and every combination of diets. 
I feel quite certain that there is no diet that 
will make the disease either better or worse. 
and the best advice is to follow a sensible die- 
tary regimen including meat. fruit and vege- 
tables, maintaining the highest possible nutri- 
tional level. 


Vitamins 


Every vitamin in the pharmacopeia has 
been tried in rheumatoid arthritis, and all of 
them have been reported as successful. Some 
10 or 15 years ago, high-potency vitamin D 
was the sure answer to the problem. More re- 
cently it has been vitamin B,,. | can assure 
you none of these claims have been borne out. 


Gold Treatment 


Chrysotherapy. or gold treatment, as it is 
commonly known, dates back 30 or 35 years. 
It was first employed on the Continent and it 
has had a rather slow acceptance in the United 
States. 
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TABLE 2* 
Resutts oF GoLtp TREATMENT AT END OF 
OBSERVATION PERIOD 





RESULT GOLD-TREATED CONTROLS 
(Per Cent) (Per Cent) 
Remission 55.7 36.1 
70.8 50.5 
Great improvement 15.1 14.4 
Moderate improvement 17.0 16.9 
No improvement or worse — 12.2 32.6 





From 


matoid arthritis. Ann. Int. 


Adams, C. H. and Ceeil, R. L.: 
Med. 33:163, 1950. 


Gold therapy in early rheu 


Table 2 summarizes briefly the results of 
chrysotherapy in a group of 108 patients and 
compares the results in a group of control 
patients who received so-called conservative 
measures consisting of physical therapy. sali- 
cylates and vaccine. A substantially higher 
percentage of gold-treated patients experienced 
remission or great improvement. Table 3 com- 








PER CENT OF PATIENTS 
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FIGURE 1. Interval (in months) between 
treatment and patients with 
arthritis treated with gold and a control group who re- 
ceived so-called conservative treatment. (From 
C. H. and Cecil, R. L.: Gold therapy in early rheuma- 
toid arthritis. Ann. Int. Med. 33:163, 1950.) 


remission in rheumatoid 
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TABLE 3* 


COMPARISON OF RATES OF REMISSION AND GREAT 
IMPROVEMENT IN GOLD-TREATED AND CONTROL 
SERIES IN RELATION TO DURATION OF 
RHEUMATOID ARTHRITIS 





PERCENTAGE, REMISSION AND 
GREAT IMPROVEMENT 


DURATION OF 
DISEASE 


Gold-treated Controls 


Six months 77.0 59.5 


Twelve months 62.2 39.2 





initiation of 


Adams, 


in early rheu 


From Adams, C. H. and Cecil, R. L.: Gold therapy 
matoid arthritis, Ann. Int. Med. 33:163, 1950. 


pares the rates of remission and great im- 
provement in relation to the duration of the 
disease. They are substantially higher in the 
cases in which treatment was given early, i.e.. 
within the first year of the disease. In addi- 
tion, the interval between initiation of treat- 
ment and remission was much shorter among 
the gold-treated patients than among the con- 
trols (figure 1). 

Unfortunately, many physicians have de- 
terred from using gold in treatment of rheu- 
matoid arthritis because of its toxicity. Based 
on 18 years of experience with the use of gold. 
I find that the facts do not bear out this atti- 
tude. In the four or five years that | have been 
using cortisone, my headaches have been a 
hundredfold as compared with any that I ever 
experienced with the use of gold or ever ex- 
pect to experience with its use. At present, re- 
actions to gold occur much less frequently than 
they did formerly, because the dosage level 
has been curtailed considerably—from a maxi- 
mal weekly dose of 100 mg. formerly to 50 
mg. at present. 

1 will not spend much more time discussing 
gold treatment except to say that I feel it is 
the best form of therapy you can employ, in 
conjunction with all the other measures listed. 
in a case of relatively mild to moderate rheu- 
matoid arthritis. In a substantial number of 
cases it will bring remission or major improve- 
ment, and again I urge you not to despair if 
after the first few injections the patient does 
not report startling improvement. Continue 
the treatment for at least three months. Then. 
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TABLE 4 


Response OF RHEUMATOID AcTIVITY TO PREDNISONE 








GRADE NUMBER OF CLASS (FUNCTIONAL NUMBER OF 
PATIENTS CAPACITY ) PATIENTS 
I (Remission) 12 | (Unrestricted) 23 (i) 
Il (Major improvement) 54 Il (Slight restriction) 11 (43) 
111 (Minor improvement) 10 IIL (Marked restriction) 9 (24) 
IV (No improvement) 0 IV (Severe restriction) 3 (8) 
if there is no benefit, consider other measures. TABLE 5 


SUMMARY OF PREDNISONE AND PREDNISOLONE IN 


Hormones RHEUMATOID ARTHRITIS 








You are all familiar with the reports and eee a ial ' 
1. Prednisone and prednisolone produce significant anti- 


statistics in regard to what cortisone does to rheumatic effect in the large majority of patients with 


patients with rheumatoid arthritis. We feel rheumatoid arthritis. 

that prednisone and prednisolone are superior 2. These steroids are generally preferred to other steroids. 

antirheumatic agents when a hormone is nec- 3. The improvement often noted when prednisone and 

essary in management of a patient, and at prednisolone replace other corticosteroids suggests 

present our corticosteroid therapy in rheuma- oat Ray many Seve cuenpmetiony euperey ansutee- 

toid shritis is 1 | oo matic properties. However, this apparent superiority 
« - . ‘ rely res ‘te 2<e ° ; 

old arthritis is largely restricted to these may be due to dosage differences only. 

agents. ae : 7 : 

~ 1. Definite major advantages of prednisone and predni- 


Table 4 outlines some of our earlier results solone are the infrequent occurrence of sodium reten- 
with the use of prednisone. Of a total of 76 tion and the insignificant amount of potassium loss. 


patients who received the agent, 12 experi- 5, 


During 17 months of administration of prednisone 
enced remission and 54 had major improve- and prednisolone to 138 patients, the major problems 
ment. Their functional capacity improved encountered were peptic ulcer including its complica- 

. tion in nine cases (6.5 per cent) and osteoporosis with 
compression fractures in five (3.6 per cent). Most of 
our attitude in regard to prednisone and pred- these patients had received prolonged treatment with 
other corticosteroids prior to the use of prednisone 
and prednisolone. 


somewhat less markedly. Table 5 summarizes 


nisolone in rheumatoid arthritis. Generally we 
prefer them to other corticosteroids. 





. . : . 6. Prolonged treatment of rheumatoid arthritis with 
One of the major disadvantages in their eS ate ie a a - 

‘ z i pai ee adrenocortical steroids is always a calculated risk. 
use is the question of peptic ulcer. This prob- Neither the doctor nor the patient should embark on 
lem is unresolved at this time. The incidence this treatment without careful analysis of the possible 

Pal: . . F . . benefits in relation to the potential trouble. When 
of this complication is not much higher with ee ; 

: a a corticosteroids are used they must be employed with 

these agents than with other corticosteroids, constant and careful medical supervision. 
but it has appeared in a much shorter period. — - - 
The pathogenesis is not known. However, it 
probably is not a simple matter of hyperchlor- 
hydria, and | would emphasize that simply intensive antiulcer regimens along with receiv- 
adding an antacid to the treatment regimen ing prednisone and in whom peptic ulcer has 
should not lull you into a false sense of secur- —_ developed. 
ity. One of our patients in whom a gastric As I stated at the outset, | have nothing 
ulcer developed, with exsanguinating hemor- __ new to offer in regard to therapy except per- 
rhage, had gastric achlorhydria to histamine haps a reorientation of viewpoint. We do have 
on repeated occasions. It is hard to visualize | many more tools available today for the man- 
the development of an ulcer on the basis of | agement of rheumatoid arthritis, and the out- 
hyperchlorhydria in this instance. Further. we — look for such patients certainly is a happier 
have had several patients who have been on __ one than it was 10 years ago. 
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Benign Lesions of the Colon 


WARREN H. COLE* 


University of Illinois College of Medicine, Chicago 


Ox the many benign 
lesions of the colon, | 
shall discuss three of 
the important ones, 
namely, ulcerative coli- 
tis, diverticulitis and 
polyposis. Later on | 
will talk with two pa- 
tients whose case re- 
ports emphasize some 
of the various points 
that I will make. 


WARREN H. COLE 


Ulcerative Colitis 


Ulcerative colitis is a medical disease at the 
onset, but if it resists treatment we should 
consider the patient a possible candidate for 
surgical intervention. Operation usually con- 
sists of excising the entire colon and perform- 
ing ileostomy. Dr. Rupert Turnbull of the 
Cleveland Clinic has made a fine contribu- 
tion to this procedure, a new type of ileostomy 
which prevents the dysfunction of the stoma 
that is so common after colectomy. In brief, 
he excises the muscularis from the distal 14 
*Professor of Surgery and Head of the Department, University of 


Illinois College of Medicine, Chicago, Illinois; Past President, Inter- 
state Postgraduate Medical Association. 


Presented before the forty-first annual Assembly of the Interstate 
Postgraduate Medical Association at Cleveland. 
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in. of the end of the ileum and inverts the 
mucosa over the serosa, covering it to prevent 
infection in that area. 

Therapy of ulcerative colitis is changing 
very decidedly toward the radical side, name- 
ly, operation. It has changed so much that it 
now becomes a radical form of treatment if 
one tries to treat these patients medically with 
drugs. Although some drugs seem to work 
fairly well, | think we have to admit we do 
not have any which comes close to being a 
specific type of drug. 

We have learned that with the aid of blood 
transfusions we can perform complete colec- 
tomy and ileostomy in one stage quite safely 
and with a relatively low mortality rate. The 
one stage operation, of course, takes away 
some of the disadvantages of surgical ther- 
apy. Moreover, the Rutzen bag prevents the 
marked irritation of the skin which was com- 
mon prior to its introduction. With its use, 
the patients are reasonably comfortable. They 
scarcely know the bag is there, provided the 
ileostomy is placed properly, namely, away 
from the bony areas, in the middle of the 
right lower quadrant. 

I recommend colectomy instead of ileostomy 
alone, as do most surgeons, partly because 
carcinoma develops so frequently in the re- 
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FIGURE 1. Roentgenogram following barium enema in a 
case of ulcerative colitis. Entire left colon has lost its 
haustral markings. 


maining colon following ileostomy. Further, 
these carcinomas are highly invasive and are 
almost universally fatal. Very few patients live 
five years following resection of the tumor. 

We used to do ileostomy and leave the ul- 
cerated colon in situ, particularly when relief 
of symptoms followed. In fact, symptoms were 
relieved in about two-thirds of the cases by 
ileostomy alone. Years ago I fell into the trap 
of thinking that a certain patient was doing 
so well with ileostomy that it would not be 
necessary to remove the colon. There appeared 
to be no activity of the ulcerative process, al- 
though the patient had a movement once or 
twice a day which, of course, was not a true 
bowel movement but an expulsion of a little 
mucus streaked with blood. However, two or 
three years later she returned with a car- 
cinoma in the ulcerated colon. A short time 
later | saw another carcinoma superimposed 
on ulcerative colitis. These two cases con- 
vinced me that it is advisable to remove the 
colon under such circumstances, particularly 
since most other surgeons have also reached 
this conclusion. 
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FIGURE 2. Resected specimen, same case as figure 1. 
Note the ulcerations and pseudopolyps scattered through- 
out the colon, including even the cecum. 


| do not know that the incidence of carci- 
noma in the colon in situ without ileostomy is 
as great as that following ileostomy. It is just 
that | have not seen very many carcinomas 
develop in the colon when ileostomy had not 
preceded them, but I suspect that the actual 
incidence of carcinoma which occurs in colitis 
is also fairly high. 

Perforation and massive hemorrhage are 
not common complications of ulcerative coli- 
tis, but they are so serious when they do occur 
that they also represent reasons why indefinite 
medical treatment is inadvisable. 

Figure 1 is a roentgenogram following a 
barium enema in a young man with ulcera- 
tive colitis, and the picture is typical. Note 
the pipe-stem appearance of the entire left 
colon and part of the transverse colon. The 
resected specimen is shown in figure 2. You 
can see the ulcerations with pseudopolyps up 
and down the lumen. 


Diverticulitis 
Diverticulitis is a common condition. Co- 


lonic diverticula are visualized very often in 
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barium enema studies. Complications are not 
as common. Perhaps the most dramatic com- 
plication is acute perforation. It requires accu- 
rate diagnosis and immediate therapy, name- 
ly. operation. The presenting manifestations 
are a left-sided appendicitis and evidence of 
peritonitis. Free perforation into the perito- 
neal cavity in diverticulitis carries the same 
danger of fatal peritonitis as does a ruptured 
appendix. Accordingly, immediate operation 
is necessary, consisting primarily of closure. 
usually with a pad of omentum; one cannot 
turn it in very well because of induration. 
Proximal colostomy should be done at the 
same time to give the perforated area a chance 
to heal. With few exceptions, the results are 
quite good. 

The question will arise later as to what we 
should do about the lesion after the patient 
has had comparative freedom from symptoms 
for several weeks or months but still has the 
colostomy. | do not know that we have a cate- 
gorical answer to that question. After closure 
of the colonic stoma, most patients will have 
trouble later, such as recurrent diverticulitis 
with or without obstruction. Accordingly, it 
usually is advisable to resect the involved area 
as a definitive procedure before or during 
closure of the colonic stoma. 

Chronic diverticulitis may result in obstruc- 
tion which is very difficult to differentiate 
from carcinoma. Obstruction may occur grad- 
ually or rather suddenly. In either case, opera- 
tion is necessary. If the obstruction is com- 
plete, it is better to do colostomy first, as one 
would do for carcinoma with complete ob- 
struction. Do the colostomy first and then at- 
tack the obstructive lesion at a second opera- 
tion a few weeks later. 

How wide should the resection be in ob- 
This is a difficult 
question, particularly if you are unable to 


structive diverticulitis? 


rule out the possibility of carcinoma. You may 
not find any nodes, but often one does not 
find nodes in carcinoma. By cutting into the 
diseased area, one may contaminate the field 
with bacteria; or, if the lesion is malignant, 
the peritoneal cavity may be seeded with car- 
cinoma cells. | think the safest thing to do is 
excise the area widely enough so that you are 
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completely around the lesion. Then send the 
tissue to the laboratory for diagnosis. If it is 
carcinoma you can extend the operation, prob- 
ably without much danger of spreading the 
carcinoma—although that procedure is not 
nearly as good as planning a radical opera- 
tion in the first place, thus minimizing as 
much as possible the danger of dissemination 
of malignant cells. 

An obstructive lesion in the sigmoid is 
shown in figure 3a. The patient was a 45 year 
old physician. Obstructive symptoms appeared 
suddenly and were acute. Was this diverticuli- 
tis or carcinoma? It was very difficult to tell. 
Roentgenologists often will not make a_ posi- 
tive statement in a situation such as this. Per- 
sonally | think the length of the defect is im- 
portant in making the distinction. Here it was 
longer than the defect usually seen in carci- 
noma of the sigmoid, and a spot film (figure 
3b) showed diverticula scattered in the area 
near the obstruction. That is helpful in diag- 
nosis, but we must remember that carcinoma 
and diverticula can occur simultaneously. The 
presence of diverticula is strong circumstan- 
tial evidence that the disease is benign, how- 
ever. | might add that about 95 per cent of 
colonic diverticula are in the sigmoid area. 


Congenital Poly posis 


Diffuse polyposis of the colon is a lesion oc- 
curring at all ages; it is commonly found in 
childhood, and is congenital or hereditary in 
origin inasmuch as several members of a fam- 
ily may be afflicted with the disease. Mani- 
festations include abdominal cramps, and diar- 
rhea, with passage of mucus and blood. The 
most significant feature of the disease is the 


‘danger of transformation to malignancy. Ac- 


tually the danger of malignant transforma- 
tion is so great that one should not delay 
colectomy once the diagnosis of multiple poly- 
posis is made. Ordinarily we try to save the 
rectum by fulgurating any polyps in the rectal 
area, and attaching the ileum to the rectum. 
It is necessary to follow the patient closely 
for the rest of his life and fulgurate the polyps 
as they develop in the rectal stump. These pa- 
tients usually develop fairly normal bowel 
habits, although chronic diarrhea may persist. 
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FIGURE 3a. Roentgeno- 
gram following § bari- 
um enema in case of 
45 year old man re- 
veals obstructive le- 
sion in the sigmoid 
which could be carci- 
noma or fibrosing 
diverticulitis. 


b. Spot film discloses 
several diverticula at 
the site of obstrue- 
tion. Resection proved 
the obstruction was 
due to diverticulitis. 


Presentation of Patients 


I want to thank Dr. Turnbull for arranging 
to have two patients here. The first one is a 
39 year old man with a 13 year history of 
loose bowel movements. Occasionally he has 
noted blood, but usually not mixed with the 
stool. Hemorrhoidectomy was done some years 
ago, but it did not influence the bleeding sig- 
nificantly, and healing was delayed. ( Delayed 
healing following hemorrhoidectomy in ulcera- 
tive colitis is a rather common story.) This 
man has had episodes of diarrhea every three 
or four days—three to five loose stools per 
day, and blood separate from the stools. Oc- 
casionally he has noted some pus. A couple 
of years ago a diagnosis of nonspecific ulcera- 
tive colitis was made. At that time he had anal 
fistulas, which were treated surgically in order 
to promote external drainage. 

During this time he has never been in ro- 
bust health, and he has complained of easy 
fatigability. An x-ray of the colon reveals 
minimal changes. The findings are not as 
marked as those in figure 1, but there is some 
pipe-stem deformity. Proctoscopic examina- 
tion disclosed marked thickening and indu- 
ration of the rectal sphincters with fistula for- 
mation, and thickening and rugosity of the 
rectal mucosa beginning at the dentate line 
and extending upward for 3 in., with numer- 
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ous ulcerations. The anal canal and perianal 


skin were greatly thickened. 

He has not had any operations for the ul- 
cerative colitis. In other words, this patient 
has relatively mild disease. He has received 
several different kinds of medical treatment. 
(To the patient): You have taken several 
kinds of medicine the past many years, is that 
right? 

PATIENT: Yes. 

pR. COLE: And the last one is more effective 
than the others? 

PATIENT: It sure is. 

DR. COLE: He is now taking ALBAMYCIN®, 
How many bowel movements do you have 
each day? 

PATIENT: An average of two 

DR. COLE: And do you have 2 few days with- 
out much trouble? 

PATIENT: Yes. 

DR. COLE: But you still are troubled with 
the fistula around your anus? 

PATIENT: Yes. 

DR. COLE: Are you working now? 

PATIENT: Yes, definitely. 

DR. COLE: Can you work all day, or do you 
get quite tired? 

PATIENT: Well, around two or three o’clock 
| bog down a little, but I stay on the job. 

DR. COLE: You do not notice any blood in 
your stools at present? 
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PATIENT: No. 


DR. COLE: Do you think you are better than 
you were a year ago? 

PATIENT: I really believe I am. 

DR. COLE: I suppose your doctors have 
talked to you about an operation. 

PATIENT: Yes. 

DR. COLE: | think this man is undecided in 
regard to an operation, and of course you see 
why. He has relatively mild ulcerative colitis. 
But he has a fistula and he tires easily, and | 
would suspect that sooner or later he will de- 
cide it is better to have an operation than to 
have colitis the rest of his life. | hope he re- 
covers completely without operation, but the 
chances are that he will not unless he does 
have ileostomy and colectomy. 

The other patient here is a young married 
woman only 16 years old. She does not have 
colonic disease but has terminal or regional 
enteritis, and her case points up some of the 
differences and similarities between this dis- 
ease and some benign lesions of the colon. 

Her chief complaint was sharp, agonizing, 
cramping periumbilical pain of two years’ du- 
ration. It was present almost daily, but there 
were periods of a week or two at a time when 
it was not so severe. She did not have diar- 
rhea, but she had periods of constipation last- 
ing four or five days; at these times she noticed 
some blood on the toilet paper. In general the 
cramps were not related to meals, except that 
she felt bloated and full after a large meal. 
X-rays showed that the colon was relatively 
normal. Only a trickle of barium passed 
through the ileocecal valve into the terminal 
ileum, which was normal as far as it filled. 

The regional enteritis affected an area some 
little distance from the colon in this case, and 
I would like to remind you that occasionally 
it does crowd over into the colon. Now and 
then it seems to attack the ileocecal valve it- 
self and to produce obstruction. Rarely the 
colon itself is involved, resulting in obstruction 
which requires surgical intervention. 

Dr. Turnbull anastomosed the segment of 
the ileum lower down distally, excluding the 
diseased portion. A lot of controversy exists 
in regard to management of regional enteritis. 
Should one resect the lesion, leave it in, or do 
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nothing about it? I think if you should find 
acute regional enteritis with symptoms of 
short duration, perhaps at the operating table 
when you had made a diagnosis of appendi- 
citis, you should correctly leave the lesion 
alone and do nothing. Experience has shown 
that most such lesions will subside and usually 
nothing more need be done. If the disease pro- 
gresses and a fibrosing type of lesion develops. 
as in this case, you must do something because 
of the obstruction; you must bypass the area 
or resect it. The results are about equally 
good with either procedure, so | cannot argue 
that one is preferable. 

(To the patient): Your first symptom was 
pain, is that right? 

PATIENT: That is right. 

pr. COLE: Was it very bad? 

PATIENT: It was terribly sharp. 

DR. COLE: Did it come in attacks? 

PATIENT: That’s right. 

DR. COLE: Did any vomiting occur during 
these attacks? 

PATIENT: No. 

DR. COLE: 
rumbling? 

PATIENT: Not exactly. 

DR. COLE: You didn’t notice that? 

PATIENT: No, it just hurt so much. 


Could you feel your intestines 


DR. COLE: You did not have diarrhea, but 
you had occasional attacks of constipation? 

PATIENT: That is right. 

DR. COLE: Since the operation, have you 
been free of those symptoms? 

PATIENT: Oh, it is really wonderful the way 
| am free of them; I am just so relieved. 

DR. COLE: I wish you could see the smile of 
relief on her face. She has complete relief. 
Of course, the question arises as to whether or 
not the condition will recur, and you have 
read about this in the newspapers the past few 
months. We must admit that now and then it 
does. But I do think that if the lesion has 
progressed to a chronic stage where there are 
a lot of fibrosing characteristics, and the acute 
stage has disappeared, the possibility or the 
probability of recurrence is distinctly lessened. 
I would think that this young woman has a 
fairly good chance indeed of having perma- 
nent relief. 
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Tue goal of surgery 
must always be an im- 
provement of morbidi- 
ty and mortality rates. 
We have made a lot of 
progress and may be 
inclined to think our 
results are satisfactory, 
but obviously there will 
always be room for im- 
provement until these ROBERT M. 
figures are zero. | know ZOLLINGER 
of no better way to im- 
prove our results and reach the ultimate goal 
of a zero morbidity and mortality record than 
to pay attention to what may appear to be in- 
significant details. 

We can make more immediate progress by 
paying attention to some of the little things 
that go to make up a thorough preoperative 


*Professor and Chairman of the Department of Surgery, Ohio State 
University College of Medicine, Columbus, Ohio. 


Presented before the forty-first annual Assembly of the Interstate 
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Preoperative Evaluation 
for Major Surgery 


ROBERT M. ZOLLINGER* 


Ohio State University College of Medicine, Columbus 


evaluation, especially of elderly or poor-risk 
patients. There are many things we must con- 
sider in preparing a patient for a surgical pro- 
cedure. We have long made use of anatomy. 
physiology, pathology, pharmacology, bacteri- 
ology and biochemistry in our practices, and 
now we are working with radioactive materials 
for determination of blood volume, and with 
tracer doses and so on. There are many things 
we must master and utilize in order to evalu- 
ate patients properly. 

When you are considering whether or not 
you shall utilize these materials and whether 
or not you are evaluating your patients prop- 
erly, you should look at the temperature sheet 
used in your hospital. If it is all temperature, 
pulse and respiration, with only a couple of 
small lines at the bottom for urine and intake 
or something of that sort, you are not prac- 
ticing modern preoperative evaluation (figure 
1). Present needs in hospital practice demand 
that at least half of the front sheet must be 
devoted to these important factors. It is the 
daily use here of your basic science informa- 
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be recorded preoperatively and postoperatively. 








FIGURE 2. Small portable ap- 
paratus for estimating vital 
capacity. 


tion that will help lower morbidity and mor- 
tality rates. 

When a surgical procedure must be done on 
an emergency basis, obviously there is little 
time for any preoperative preparation other 
than fluid and electrolyte replacement. When 
the operation is elective, however, we must 
always take time to evaluate the risk involved 
versus the life expectancy. Life expectancy has 
increased to approximately 68 years for men 
and 70 years for women, and this fact can alter 
our judgment in recommending a surgical pro- 
cedure. For instance, we frequently recom- 
mend an elective operation in cases of older 
persons for purposes of comfort. 

One of the big arguments for elective sur- 
gery is prophylaxis against future difficulty, 
to avoid serious complications in the future. 
Polyps of the colon, large moles and other ir- 
ritating lesions should be removed. You might 
well say to a patient in his thirties or forties 
who has silent gallstones, “You will have dif- 
ficulty in the future. We will remove your gall- 
bladder.” On the other hand, why bother with 
such a risk? Whenever the risk seems to be 
great or there is the thought of probable diffi- 
culty in your mind, always remember that two 
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heads are better than one and that your opin- 
ion should be confirmed by a consultant. 


What are some of the things we can do to 
lessen surgical risk? Certainly, despite im- 
proved anesthesia, we continue to see post- 
operative pulmonary complications, atelectasis 
and bronchitis. The accompanying cough is 
painful and places unnecessary strain on the 
wound. It contributes to wound weakness, 
postoperative hernia, and in some instances 
evisceration. 


Bedside Cough Test 


A great many persons have smoked through- 
out most of their adult life, and most of them 
feel therefore that it is almost normal to cough 
all the time. We like to use the bedside cough 
test which Priestley at the Mayo Clinic has 
suggested. Everyone concerned, and especial- 
ly the patient, is surprised at the productivity 
of the cough. You will, | am sure, be amazed 
at how often you will find such a productive 
cough if you will only go to the head of the 
bed and ask the patients to cough. 

What can we do about this chronic cough? 
If laparotomy is planned, and especially her- 
niorrhaphy, it is well to take time to clear it 
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FIGURE 3. Elastic stocking used for compression of lower 
leg veins in surgical cases. 


up preoperatively. Withdrawal of the irritant 
(cigars or cigarettes) and the use of prescribed 
inhalations will accomplish this rather rapidly. 


Determination of Vital Capacity 


Daily determinations of the patient’s vital 
capacity will provide a check on the patient's 
progress. It is not necessary to have a labo- 
ratory technician make these measurements. 
They can be made on the ward by a nurse with 
a small portable instrument (figure 2). With 
the availability of such simple instruments, | 
feel very strongly that determination of vital 
capacity should be a routine procedure. done 
by the nurse at the time of admission along 
with the taking of the blood pressure and the 
weighing of the patient. It is a very valuable 
test; it tends to show us the patient’s vigor. 

After treating a patient who has a chronic 
cough, it is surprising how his vital capacity 
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climbs gradually to a satisfactory level. In th« 
case of a patient with cardiac disease, for ex 
ample, with a vital capacity of 1200 or 1500 
cc., we may delay operation until it is 2000 cc. 
or higher. 

I will admit that determination of vital ca- 
pacity is a crude test. It does not please the 
thoracic surgeons who prefer pulmonary func- 
tion studies. We are quite in accord with the 
attitude that it may be inadequate for their 
purposes. However, this test, which can be 
done on patients who have been vomiting. 
who have fluid and electrolyte imbalance. and 
who are weak, will give a good index of their 
vigor and response to preoperative treatment. 


Training in Use of the Urinal 


We think it is worthwhile to train a patient 
preoperatively in the use of the urinal. To be 
sure, everyone gets out of bed to void after 
operation. Occasionally, however, a patient 
does not feel like doing so, or he may not want 
to get out of bed unless there are two people 
present to hold him. I think I could empty 
this hall in 20 minutes if I were to say that 
every man here will be catheterized at the end 
of that time. It seems to me that we ought to 
pay a little more attention to our patients’ 
feelings in this matter. We believe a great deal 
can be gained by instructing even younger pa- 
tients in the use of the urinal in bed preopera- 
tively. They may have to use it in bed, since 
I am not certain that early ambulation has 
made it possible for all patients to pass urine 
with ease. 

Attention to this detail may disclose that a 
patient has a great deal of difficulty in passing 
urine, and indeed under such circumstances a 
urologic consultation should be part of the 
preoperative evaluation. 


Compression of Lower Leg Veins 


In these days of early ambulation such a 
condition as pulmonary embolus, which for- 
merly plagued us, supposedly is very unusual 
postoperatively; but it does occur. One has 
only to go over hospital statistics year after 
year to see that it still is a problem. We be- 
lieve that compression of the lower leg veins 
is a worthwhile routine practice in surgical 
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cases. We prefer the elastic stocking (figure 
3) to the ordinary spiral elastic bandage, 
which takes two or three times as long to ap- 
ply. The spiral bandage tends to cut into the 
legs and to become displaced, and it does not 
stay on as the patient walks. The elastic stock- 
ing comes in three sizes, small, medium and 
large. It can be laundered and used again and 
again. We apply these stockings to all our sur- 
gical patients when they are admitted to the 
hospital. They wear them when they go to sur- 
gery and after the operation, except in very 
hot weather. 

The stockings are especially important in 
cases of particularly susceptible patients, suc! 
as obese persons, those who have carcinoma 
of the pelvis, those who have had difficulty 
from phlebitis, or those who have varicose 
veins. Their use serves to call attention to the 
ever-present danger from phlebothrombosis of 
the lower extremities. We used to carry this 
procedure so far as to measure the circum- 
ference of the calf of the leg each day and 
record it at the bottom of the temperature 
chart. It did not mean much, to be sure. but 
it aggravated everyone so much that they were 
all quite aware of the fact that phlebitis might 
occur. 

The only contraindication to the use of 
these stockings is an insufficient blood supply 
to the lower extremities in elderly patients. 
These constricting bandages should not be 
used in the presence of arterial insufficiency. 
Generally, however, we have the impression 
that their use has lowered the incidence of 
phlebitis. 


Sigmoidoscopic Examination 


We talk a lot about cancer prophylaxis these 
days; let’s take part in it! We know that polyps 
and premalignant tumors of the colon can be 
seen with the proctoscope or felt with the ex- 
amining finger in 70 or 80 per cent of cases. 
Sigmoidoscopic examination is a time-consum- 
ing procedure, but preoperatively we get a 
chest plate and we do a vaginal examination, 
and for the sake of completeness I think we 
should perform a sigmoidoscopic examination 
routinely. 

A very efficient and practical means of do- 
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ing this is to have a practical nurse or a nurse's 
aide or some such qualified person in a special 
room set up for this purpose a given number 
of hours each day. The service is available to 
physicians for inpatients and outpatients. 

We do a sigmoidoscopic examination on 
every patient who is admitted to the hospital, 
except those who have emergency conditions 
which preclude it. We simply call the nursing 
stations set up for this procedure, either from 
the office or from the hospital, and make a 
definite appointment. The aide has the instru- 
ments ready, gives a FLEET® enema an hour 
before the procedure is to be done (it is no 
longer necessary to give large doses of castor 
oil, etc.), and makes all the arrangements for 
the efficient performance of the examination. 
Formerly we could not keep one out of 10 
sigmoidoscopes always in repair, but this is 
no longer a problem because now only one or 
two persons are responsible for their clean- 
ing and preparation. Now the procedure is 
simple and much easier on everyone. Further- 
more, it is excellent cancer prophylaxis. A pa- 
tient has not had a thorough examination for 
preoperative evaluation unless sigmoidoscopic 
study has been done. 

In a six month period, 762 persons had sig- 
moidoscopic examination as part of their 
routine preoperative evaluation. We excluded 
those who came in with known carcinoma or 
polyps, and found that one in six, or 16 per 
cent, had rectal disease, and about 4 per cent 
(26 patients) had polyps. Two of the patients 
who were found to have polyps had unsus- 
pected malignancy. The polyps were easily 
excised with a biopsy forceps, the bases were 
cauterized, and possible future radical ab- 
dominoperineal resection was avoided. The 
only way this can be accomplished is to have 
equipment and personnel for the procedure 
readily available to all. 


Obesity and Nutrition 


Generally, physicians have tended to dele- 
gate the problem of nutrition to patients’ fam- 
ilies and to nurses. Every patient should be 
weighed when he is admitted to the hospital. 
unless, of course, the emergency nature of his 


condition precludes it. 


At our hospital, we 
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classify each patient according to his weight 
by calculating his ideal weight. Everyone who 
has bought life insurance has been gauged by 
the same standard. If you are markedly over- 
weight you have paid higher premiums, and 
the same applies if you are greatly malnour- 
ished. We are a nation of overweight people. 
and from the standpoint of nutrition we have 
a greater hazard from obesity than from mal- 
nutrition. 

It is necessary to remember only a few 
figures in relation to ideal weight. A man 5 
ft. tall should weigh 120 lb.; a woman of the 
same height should weigh 112 lb. For each 
inch over 5 ft., add 4 lb.: A man 5 fi. 6 in. 
tall should weigh 144 lb. You can add 5 |b. 
one way or the other for a light or a heavy 
frame, but in general this calculation calls at- 
tention to the fact that a man 5 ft. 6 in. tall 
and weighing 200 lb. is likely to be a poor 
surgical risk because of obesity. 

I think that as physicians we tend to make 
mistakes in managing obese patients. We may 
say to a patient, “You have some difficulty 
that is going to require an operation.” We 
make a diagnosis and then say, “Go see the 
surgeon.” The patient may arrange for a re- 
placement in his job or for someone to come 
into the home to look after the family, and 
then he goes to the surgeon. It is difficult for 
the surgeon to say, “You go away and lose 50 
lb. and then come back and we will operate.” 
It is poor pay to lose weight and then have 
the discomfort of a surgical procedure as a 
reward. Obesity makes everything about a 
surgical procedure difficult, from anesthesia 
to the operative details. 

In contrast, we see a few patients who have 
lost a considerable amount of weight during 
illness and who are on the thin side. In this 
situation we know there will be difficulty in 
wound healing, and again the complications 
are many. There is too great a tendency for 
the physician to say, “Go home and eat more,” 
or to tell the patient’s wife, “Make him eat: 
cook him more food,” when she has been do- 
ing her best for some time. 

In the hospital, how many of you pay at- 
tention to the patient’s diet? Perhaps you ig- 
nore it entirely in your orders, or you may 
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order a “house diet” or a “regular diet.” It is 
all right to prescribe all kinds of diets, but do 
you know that the patient is eating the food 
prescribed? In preparing patients for surgery 
and, in fact, in all cases, every physician should 
make his hospital rounds at mealtime occa 
sionally so that he can discover whether or no! 
the patients actually are receiving the num- 
ber of calories he has ordered. 

If a patient weighs 110 lb. but normally 
should weigh or formerly did weigh 160 lb.. 
order for him 110 gm. of protein daily, or a 
gram for each pound of present body weight. 
In order that this protein can be utilized for 
tissue synthesis, calories are needed for ener- 
gy. so you multiply that figure by 20 or 25 to 
get the total number of calories the patient 
should get from fat or carbohydrates. Then 
by weighing the patient daily you can learn 
whether or not he actually is gaining weight 
and is really eating what is prescribed. 


Determination of Blood Volume 


In some chronic diseases there is the addi- 
tional problem of blood volume deficiency 
even in the presence of a normal blood count. 
To my mind, the greatest boon in preopera- 
tive evaluation since World War II has been 
the more widespread use of determinations of 
blood volume. Formerly this was considered 
an “ivory tower” procedure, but today we 
have the Evans blue test which is in wide and 
beneficial use. Further, more and more hos- 
pitals are equipped to utilize radioactive iodin- 
ated human serum albumin, providing a wider 
range for these determinations. Any hospital 
where major surgical procedures are performed 
should have facilities for determination of 
blood volume. A patient may have a normal 
red blood cell count and a normal hematocrit 
and yet his total blood volume may be greatly 
deficient. Many such patients will require two 
or three transfusions to prepare them for op- 
eration. Otherwise they will go into shock at 
induction of anesthesia or during the opera- 
tion or in the recovery room; and you will be 
surprised when this happens if very little blood 
was lost at operation. In my opinion, deter- 
mination of blood volume is one of our best 
tests for preoperative evaluation. 
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Drugs 


Another matter to consider is the present 
widespread use of potent drugs. We have be- 
come accustomed to the use of digitalis and 
insulin, and we bear them in mind, but we for- 
get occasionally about the steroids. The latter 
agents may induce gastric hemorrhage, as you 
know, especially in persons who have an ulcer 
tendency. Perhaps if these drugs were with- 
drawn for a while, a surgical procedure might 
not be indicated. However, if the patient has 
been receiving steroids for a time, you must 
continue the dosage in the operative period 
as well as in the early postoperative period. 
Otherwise you may lose the patient. 

You know the relationship of the tranquil- 
izers to jaundice. Do not forget that other 
hypotensive drugs are widely used, and do 
not fail to continue their administration after 
operation. Otherwise, you may have a patient 
with a marked change in blood pressure that 
you cannot understand. 

So many persons have received the anti- 
biotics that drug sensitivity to this group may 
be a problem. Many times the patient knows 
about the possibility of such sensitivity be- 
forehand. Remember, many potent drugs are 
being utilized today and you must keep all 
of them in mind in evaluating a patient pre- 
operatively. 

As people live longer and longer, more and 
more joint pains develop and various pain- 
killers are taken which can be purchased with- 
out a prescription. Many of these drugs are 
gastric irritants, and you must remember this 
when you have a patient with gastric com- 
plaints, gastric hemorrhage or a gastric ulcer. 


Hernias 


When you see a middle-aged or older man 
who has had a hernia all his life and who 
wants it repaired, ask yourself why. He can 
see his hernia, but he may have a hidden 
tumor some place. He does not feel well and 
he says, “If I can get the hernia fixed I will 
feel better.”” We know that chest disease must 
be suspected. We obtain not only chest plates 
but a complete gastrointestinal series as well. 
and a urologic study, and so on, before we 
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recommend the repair of a hernia, especially 
in persons in the older age groups. Urinary 
obstruction is a common forerunner of a direct 
hernia in such instances. 

A common mistake in cases of hernia is 
failure to evaluate how overweight the patient 
may be, especially with recurrence. Calculate 
his ideal body weight, and if he is 30, 40 or 
50 lb. overweight you must refuse operation. 
That is an important part of preoperative 
evaluation. 

Let us consider the case of an elderly man 
who has a hernia which is getting larger and 
tends to incarcerate. He does not have any 
other complaints. Despite the fact that he has 
reached his three score and 10 years in age, 
for purposes of comfort we would repair the 
hernia. But why did it suddenly become worse? 
Investigation shows that he has a hidden car- 
cinoma in the sigmoid, without symptoms re- 
lating to it. Obviously we should take care of 
this and forget about the hernia. He probably 
will not have too many complaints related to 
the hernia after the increased intra-abdominal 
pressure and obstructive symptoms have been 
relieved. 


Presentation of Patients 


The first of the two patients who are here 
today is a 67 year old man who has an in- 
guinal hernia. He has worked in a restaurant 
and has enjoyed good health most of his life. 
He does not have a cough—and again I want 
to emphasize that this is an important point 
to inquire about in such a case. He has had 
a chest roentgenogram, which did not reveal 
any abnormal findings. He has not had any 
digestive complaints, and I think we should 
remember that ordinarily hernias do not pro- 
duce gastrointestinal symptoms. As I under- 
stand his case, he has had only local pain, 
without gastric or intestinal difficulty. Of 
course, if a patient with a hernia does have 
gastrointestinal complaints, then certainly an 
upper and lower gastrointestinal barium study 
is indicated. An incarcerated hernia is a dif- 
ferent matter, but a hernia itself, just because 
it protrudes a little, should not bother the gas- 
trointestinal tract. 

The general findings in this case are nega- 
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tive except for one important factor. For some 
time the patient has had difficulty passing 
urine, and for the last two years this has be- 
come worse. You would overlook this difficulty 
in urination if you did not take a very thor- 
ough history, especially since rectal examina- 
tion in this case shows that the prostate is not 
particularly enlarged. It is enlarged only 1 
plus, but a No. 16 Fr. sound could not be 
passed; it was necessary to introduce filiform 
catheters before dilations could be started. 
Dilatation has now been done, and the sur- 
gical procedure has been properly delayed 
until he has free urinary passage. 

Remember, in evaluating a p«tient preop- 
eratively, not only to take the history but also 
to spend enough time, even in cases of such 
simple conditions as hernias, to inquire about 
each system. 

The other patient has been in the hospital 
several months, and I want to describe his 
case to emphasize some points on nutrition. 
He has symptoms of generalized peritonitis 
referred to the right lower abdominal quad- 
rant. A diagnosis of appendicitis was made. 
and properly so, except for the fact that he 
had a hemoglobin of about 6 gm. That is quite 
low. and there did not seem to be any reason 
for it. At operation it was discovered that he 





had a perforated carcinoma of the ascending 
colon, with peritonitis. Ileotransverse colosto- 
my was performed, drainage was instituted. 
and he has recovered. But it was necessary to 
administer 5 pints of blood that day in order 
to restore his blood volume so that he would 
recover. 

His wound has broken down, as one might 
expect. He has had peripheral edema, and in six 
weeks he required eight transfusions and 6 o1 
8 units of albumin. Under these circumstance: 
he must be weighed every day to determine 
whether he is gaining due to edema or really 
gaining from tissue replacement. His weight 
had decreased from 119 to 113 lb. as he lost 
fluid and as his serum protein level increase: 
from 4 to a normal of 6 mg. He was in a state 
of electrolyte imbalance; he had low chloride 
and low sodium levels and the B.U.N. was ele- 
vated. We know the potassium level also will 
be elevated when there is interference with 
kidney function, and additional fluid was re- 
quired to “wash him out.” He was a fluid and 
electrolyte problem, and it has taken two 
months to prepare him for operation from the 
nutritional standpoint. He is in the normal 
range at the moment and is doing satisfac 
torily. He is almost ready for definitive sur 
gery again. 


Author’s Correction in “Endemic respiratory diseases,” by Alfred S. Evans 
(PosterapuATE Mepicine, April 1957, pp. 329 to 338) 


In table 4 on page 333, the work attributed to Breese and Disney was done by Berge, 


England, Mauris, Shuey and Lennette, and reported in the November 1955 issue of the 


American Journal of Hygiene. The Fort Dix study credited to Bell et al. was done by Das- 


comb and Hilleman, and reported in the August 1946 issue of the American Journal of Medi- 
cine. Reference 21 has been changed to: Hilleman, M. R., Werner, J. H., Dascomb, H. E.., 
Butler, R. L. and Stewart, M. T.: Epidemiology of RI (RI-67) group respiratory virus infec- 
tions in recruit populations. Am. J. Hyg. 62:28-42 (July) 1955. 
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CLINICAL STUDY 


Noludar®, a Useful 


Sedative-hypnotic Drug 


PAUL A. RADNAY* 


Queens General Hospital, Jamaica, New York 


Tue usefulness of the 
barbiturates as seda- 
tive-hypnotic agents is 
limited to a certain ex- 
tent because they may 
produce tolerance, ha- 
hituation and even ad- 
diction. Moreover, with 
many of these drugs 
other untoward reac- 


PAUL A. RADNAY 


tions such as “‘hang- 
over, headache, skin 
eruptions and, in some instances, excitation 
not infrequently occur. 

Various investigators' * have reported that 
the central nervous system-depressant Noludar 
(3,3-diethyl-5-methyl-2,4-piperidinedione ). 


*Assistant Visiting Anesthesiologist, Queens General Hospital, Jamaica, 
New York. 

Noludar (generic designation, methyprylon) was supplied for this 
study by Hoffmann-La Roche, Inc., Nutley, New Jersey, in the form 
of 200 and 250 mg. tablets and rectal suppositories of 400 mg. Only 


the 200 mg. tablets are generally available. 
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previously designated as Ro 1-6463, has prop- 
erties which justify its use as a sedative-hyp- 
notic in place of the barbiturates. The somni- 
facient dose of Noludar most commonly used 
was 250 mg. Brandman and associates” sus- 
pected that the effects of 200 mg. doses might 
be comparable to those of 250 mg. doses. In a 
limited-use test, Cass and co-workers* found 
that 200 mg. is “an adequate dose for night 
sedation, but that some patients require 400 
mg.” Lasagna‘ expressed doubts that the hyp- 
notic effects of 200 mg. would be different 
from those he observed with 250 mg. 

Since one should always attempt to reach a 
therapeutic goal with the minimal effective 
dose, it seemed that a comparison of these two 
strengths in a large-scale test would be of 
interest. In addition, none of the early work- 
ers reported on the merits of Noludar for pre- 
medication in surgical patients. Consequently, 
investigations were begun in these directions. 
The results of these studies are reported here. 
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Night Sedation; Comparison of 


250 Mg. and 200 Mg. Doses 


Material and procedure—tThis part of the 
investigation comprised two groups of pa- 
tients: 1,002 who received 250 mg. doses of 
Noludar for night sedation, and 1,020 who re- 
ceived 200 mg. doses. The 2,022 patients had 
a great variety of diagnoses and were cared 
for in various departments of Queens General 
Hospital, Jamaica, New York (general sur- 
gery, orthopedic surgery, neurosurgery, gyne- 
cology, otelaryngology, ophthalmology and 
internal medicine). All required night seda- 
tion and some required daytime sedation also. 

The 1,002 patients who received 250 mg. 
doses of Noludar for night sedation were 667 
males and 335 females ranging in age from 12 
to 97 years. Duration of treatment ranged from 
1 to 111 days. This group received a total of 
4400 doses of Noludar for night sedation. In 
addition, 45 of these patients were given Nolu- 
dar for daytime sedation, in doses from 50 to 
100 mg. three times a day, four times a day, 
or every four hours. 

None of the 1,020 patients who received 
200 mg. doses of Noludar required daytime 
sedation. This group consisted of 435 males 
and 585 females whose ages ranged from 13 
to 91 years. Duration of treatment varied from 
1 to 82 days. This group received a total of 
7,780 doses of Noludar. The categories of in- 
somnia in the two groups of patients were dis- 
tributed as shown in table 1. None of the pa- 
tients who had “difficulty falling asleep” or 
“interruption of sleep” (primary insomnia or 
intermittent insomnia) had any pain. All the 
patients whose insomnia was due to pain re- 
ceived a narcotic conjointly with Noludar. 

Observation of the patients included induc- 
tion period, duration of sleep, and effects on 
blood pressure, pulse rate and respiration. Side 
reactions were carefully recorded. Blood pres- 
sure, pulse rate and respiratory rate were re- 
corded before the drug was given. Medication 
was administered at “lights out,” and the nurs- 
ing staff made rounds at half-hour intervals 
thereafter until midnight to determine when 
the patients fell asleep. When a patient was 
found asleep at a given round, he was observed 
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TABLE 1 


CATEGORIES OF INSOMNIA IN Two Groups OF PATIENTS 
Receivinc No.upar as NiGHT SEDATION 





CATEGORY | 250 mc. croup | 200 Mc. Group 





Difficulty falling asleep 848 710 
Interruption of sleep 60 258 
Insomnia due to pain 94 52 

| 1,002 1,020 





on following rounds to determine whether or 
not sleep had been interrupted. Approximate- 
ly two hours after induction of sleep, blood 
pressure and pulse and respiratory rates were 
determined again. In the morning, hourly ob- 
servations were made to ascertain the approxi- 
mate duration of sleep. 

The induction periods and the duration of 
sleep were averaged for each of the two 
groups, excluding those patients who received 
daytime sedation also. Similar calculations 
were made based on each of the three cate- 
gories of insomnia. It was most difficult to 
obtain reliable information on interruption of 
sleep, and reliance had to be placed on the 
patients’ statements elicited by interrogation. 

Results—The average induction period for 
the 957 patients who received a total of 4300 
doses of 250 mg. of Noludar for night seda- 
tion only (excluding the 45 patients in this 
group who required daytime sedation also) 
was 50.7 minutes, and the duration of sleep 
averaged six hours and 40 minutes. The cor- 
responding figures for the 1,020 patients who 
received a total of 7,780 doses of 200 mg. of 
Noludar were 65 minutes (induction period ), 
and five hours and 58 minutes (duration of 
sleep). 

In both groups, calculations for two of the 
three categories of insomnia, viz., initial in- 
somnia and intermittent insomnia, were quite 
similar to the over-all figures for the total 
groups, but in the subgroups of insomnia due 
to pain the induction period was longer and 
the duration of sleep shorter. A breakdown of 
these figures is not presented because the in- 
congruity of the numbers of patients in the 
individual subgroups makes it difficult to draw 
definite conclusions from these findings. 
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The patients whose insomnia was catego- 
rized as “interruption of sleep” stated that 
they awoke after they had received Noludar 
also, but that they did not have difficulty go- 
ing back to sleep promptly after they returned 
to bed. Furthermore, it was quite evident that 
the dose of narcotic required by those patients 
whose insomnia was due to pain could be re- 
duced by 33 to 40 per cent when Noludar was 
administered, without impairment of anal- 
gesia or sedation. 

Changes in blood pressure, pulse rate and 
respiration other than those occurring during 
normal sleep were not observed in the patients 
who were given Noludar for primary insomnia 
and interruption of sleep. In general, the pa- 
tients in both groups tolerated the medication 
well. Allergic reactions were conspicuous by 
their absence. Habituation or addiction was 
not observed in any of the patients. Discon- 
tinuance of Noludar failed to produce with- 
drawal symptoms, even after it had been ad- 
ministered nightly for a prolonged period. 

It was somewhat difficult to determine the 
incidence of side effects because many of the 
recorded “reactions” were symptoms usually 
associated with the underlying disease. How- 
ever, careful evaluation of the patients’ clini- 
cal status when untoward symptoms appeared 
and of their symptomatology prior to institu- 
tion of Noludar treatment made it possible to 
attribute reactions to the medication with a 
fair degree of accuracy. Thus, “true” side ef- 
fects were recorded as follows: Of the 957 
patients who received 250 mg. doses of Nolu- 
dar for night sedation only, 51 or 5.3 per cent 
had untoward reactions. These 51 patients re- 
ceived 305 doses, 92 of which produced side 
effects. Since this group of patients received 
a total of 4300 doses, the incidence of reac- 
tions in terms of doses was 2.1 per cent. In 
the group which received 200 mg. doses, 48 
or 4.7 per cent experienced side effects. These 
48 patients received 647 doses, 223 of which 
elicited reactions. The total number of doses 
in this group was 7,780, and therefore the in- 
cidence of reactions in terms of doses was 2.9 
per cent. The types and frequency of side ef- 
fects in the two groups are listed in table 2. 
In general, patients 61 years of age or older 
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TABLE 2 


Sipe Errects oF NoLtupar GIvEN T0 1,977 PATIENTS 
as NIGHT SEDATION ONLY 





NUMBER OF CASES 


REACTION - 
250 Mg. Group |\200 Mg. Group 

Drowsiness 16 8 
Vertigo 13 10 
Nausea 9 9 
Vomiting l 

Drowsiness and vomiting l 2 
Vertigo and nausea l 


Drowsiness and vertigo d 


Drowsiness and nausea 1] 
Headache 3 l 
Excitation 6 
Nightmares ] | 

51 (5.3%) 48 | 1.7%) 





experienced side effects more commonly than 
did younger patients. 

Discussion—lt is evident that the 250 mg. 
doses of Noludar effect the induction of sleep 
in a somewhat shorter period and produce a 
somewhat longer duration of sleep than do the 
200 mg. doses. Table 3 correlates our results 
with pertinent findings reported by other in- 
vestigators. It is difficult to compare these re- 
sults because the technics in determining in- 
duction period and duration of sleep differed 
somewhat. 

The effects of both 250 and 200 mg. dose 
levels were studied by Cass et al.* and by us. 
It is obvious that there is a relationship be- 
tween the response and the size of dose ad- 
ministered, since in both studies the higher 
dose produced shorter induction periods. Simi- 
larly, in our series the duration of sleep was 
somewhat longer when the 250 mg. dose was 
administered; the duration of sleep was not 
determined in the study conducted by Cass 
and associates. 

The findings relating to onset of sleep dif- 
fered considerably in these five studies. Brand- 
man and associates” reported an average in- 
duction period of approximately one-half hour 
with 250 mg. of Noludar, whereas this figure 
in our series was almost 51 minutes. A 200 
mg. dose of Noludar induced sleep in an aver- 
age time of 65 minutes in our series, but the 
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TABLE 3 


Errects oF NoLupar As NIGHT SEDATION 





NUMBER OF DOSE 


AUTHOR(S) 


PATIENTS | (MILLIGRAMS) 

Loughlin et al.’ 50* 250 
100 250 

Brandman et al.* 1000 250 
Cass et al.* 110 250 
110 200 

Lasagna’ 14 250 
Radnay 957 250 
1,020 200 


INDUCTION PERIOD DURATION OF SLEEP 


67.5 minutes 5.9 hours 


Within 60 minutes (61 per cent) | 6 hours plus 


29 minutes 7 hours 


1 hour (55 per cent)? ; Not determined 


1% hours (83 per cent)? 
| hour (49 per cent)7; Not determined 
144 hours (77 per cent)? 


45 minutes 6.5 hours 


50.7 minutes 6 hours and 40 minutes 


65 minutes 5 hours and 58 minutes 





*Severe initial insomnia. 


+Figures indicate percentages of occasions on which 110 patients who were observed at regular intervals following 
Noludar administration on 10 consecutive nights were asleep at one hour and at one and one-half hours after takin 


the drug. 


110 patients reported by Cass et al.* were 
asleep one hour after administration of this 
dose only on 49 per cent of the occasions 
when observations were made at that time. It 
is not too surprising, though, that the induc- 
tion periods varied in those institutions in 
which the ward routines undoubtedly were 
quite different. 

The duration of sleep, as reported in the 
four studies in which this parameter was de- 
termined, ranged from approximately six hours 
to seven hours. 

Our study was conducted on large wards of 
a big city hospital. Certainly one would expect 
that patients in smaller wards, where there is 
less commotion, and particularly patients who 
receive Noludar in their homes would have 
shorter induction periods than we observed in 
our series. Therefore, it is suggested that adult 
patients with mild or moderate insomnia, not 
complicated by pain, be given 200 mg. of 
Noludar initially. In the rare case when this is 
inadequate, 300 or possibly 400 mg. may be 
tried. Patients with pain should receive ap- 
propriate analgesic medication also. 

Premedication in Surgical Patients 
in this 


Vaterial and procedure—Included 


part of the investigation were 210 surgical pa- 
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tients divided into three groups of 70 patients 
each, as indicated in table 4. Table 5 lists the 
sites of operations in the three groups. 

The patients in group | received 1.5 gr. of 
NEMBUTAL® orally the night before operation. 
and 35 to 100 mg. of DEMEROL® intramuscu- 
larly, depending on age and general condition. 
15 minutes prior to initiation of anesthesia. 
The patients in groups 2 and 3 received 200 
mg. of Noludar orally the night before opera- 
tion. Two hours before institution of anes- 
thesia, those in group 2 received 400 mg. of 
Noludar rectally and those in group 3 were 
given the same dose orally. All the patients 
were given a dose of atropine ranging from 
0.325 to 0.433 mg. (1/200 to 1/150 gr.) ap- 
proximately one hour before the operation. 


TABLE 4 


SurGicaL Patients INCLUDED IN Stupy TO DETERMINE 
THE Merits oF NOLUDAR PREMEDICATION 





NUMBER 
GROUP AGE RANGE (YEARS) 
Vales Females 
1 | 12-86 25 5 
2 13-92 19 51 
3 13-83 14 56 
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TABLE 5 


Sites OF OPERATIONS IN 210 PATIENTS 





GROUP 
SITE —_— — 

1 3 3 
Head and neck 7 8 9 
Breast 2 2 2 
Upper abdomen 3 8 7 
Lower abdomen 18 17 20 
Abdominal wall (hernias) 6 t 6 
Vagina and cervix 12 10 12 
Genitourinary system 8 4 1 
Extremities 12 14 8 
Rectum 2 3 2 

70 | 70 | 70 





We classified the emotional state of each 
patient on his arrival at the operating suite 
as depressed, calm, apprehensive or very ap- 
prehensive. A “depressed” patient was one 
who could not be aroused with ease. A “calm” 
patient was one who was awake but not appre- 
hensive, or lightly asleep or drowsy but easily 
responsive. All patients classified as “appre- 
hensive” or “very apprehensive” were wide 
awake and obviously disturbed by the prepa- 
rations for induction of anesthesia. 

Rectal temperature, pulse and respiratory 
rates and blood pressure were determined rou- 
tinely the night before operation, at the time 
the patients received the preanesthetic medi- 
cation, and on arriving in the anesthesia room. 

PENTOTHAL® sodium (2.5 per cent) was 
used for induction of anesthesia in all cases, 
and the surgical procedure was performed un- 
der nitrous oxide-oxygen anesthesia supple- 


mented with 2.5 per cent Pentothal sodium. In 
each case, the total dose of this barbiturate 
used for induction and supplementation was 
recorded, as was the duration of anesthesia. 
From these data we calculated the average 
requirements of Pentothal per minute in each 
of the three groups. 

Results—-In all three groups, 70 to 75 per 
cent of the patients stated on interrogation 
that they had slept for five to six hours with- 
out disturbance during the night before opera- 
tion. At the time they received preanesthetic 
medication the vital signs were not significant- 
ly changed compared with the corresponding 
observations the night before. However, on 
arrival in the anesthesia room an occasional 
patient in the group which had received Dem- 
erol had a rise in pulse rate and a decrease of 
blood pressure. Such changes did not occur in 
any of the patients who had received Noludar 
rectally or orally as premedication. 

Table 6 shows the emotional state of the pa- 
tients in the three groups prior to initiation 
of anesthesia. 

The Pentothal requirements and the dura- 
tion of anesthesia, both given as totals in each 
of the three groups, as well as the Pentothal 
requirements per minute are shown in table 7. 

Discussion—Approximately the same hyp- 
notic effects were achieved with 200 mg. of 
Noludar and 1.5 gr. of Nembutal used as 
somnifacients in 140 and 70 surgical patients. 
respectively, the evening before the operation. 
These findings agree fairly well with those of 
Lasagna,’ who reported that 250 mg. of Nolu- 
dar and 100 mg. of Nembutal produced essen- 
tially indistinguishable effects. 


TABLE 6 


EMOTIONAL STATE OF SURGICAL PATIENTS Prior To INITIATION OF ANESTHESIA 





cRoUP 1 (DEMEROL) 


EMOTIONAL STATE 


Vumber 


Depressed 3 
Calm 33 
\pprehensive 24 
Very apprehensive 10 

70 


Per Cent 


GROUP 2 (NOLUDAR 
RECTALLY ) 


GROUP 3 (NOLUDAR 
ORALLY)? 


Vumber Per Cent Vumber Per Cent 


1.3 2 2.9 2 2.9 

7.1 28 10 29 11.4 

34.3 29 Hd 23 32.9 

14.3 1 15.7 16 22.8 
70 70 
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TABLE 7 


TotaL PENTOTHAL REQUIREMENTS AND DURATION OF ANESTHESIA, AND AVERAGE REQUIREMENTS 
OF PENTOTHAL Per MINUTE IN 210 SurcicaL PATIENTS 





croup 1* (DEMEROL) 


Total Pentothal sodium requirements (grams) 
Total duration of anesthesia (minutes) 


Average Pentothal sodium requirements per minute 
(milligrams) 


cRouP 2* (NOLUDAR |GROUP 3* (NOLUDAR 


RECTALLY) | ORALLY) 
61.423 58.45 | 57.4 
4,792 5,307 4,499 
12.8 11.01 | 12.8 





*70 patients 


Further, it is evident that Noludar is effec- 
tive when administered rectally and that the 
degree of sedation produced by Demerol and 
by Noludar, given rectally or orally, is of the 
same order of magnitude. In fact, the inci- 
dence of depression in the three groups was 
almost identical. Although the percentages of 
patients who were apprehensive and very ap- 
prehensive were somewhat higher in the two 
groups which received Noludar (57.1 and 
55.7 per cent) than in the Demerol group 
(48.6 per cent), this difference is of question- 
able significance. 

Finally, the average requirements of Pento- 
thal sodium per minute were the same, for 
all practical purposes, in the three groups. 
This, too, indicates that the degree of sedation 
produced by Demerol was not significantly 
different from that produced by Noludar, by 
either route of administration. Since the dose 
of the narcotic has to be adjusted to the pa- 
tient’s age and general condition, and the dose 
of Noludar does not, and since administration 
of a narcotic may be attended by unfavorable 
reactions, the use of Noludar as preanesthetic 
medication seems preferable. Because only 
three out of four patients had undisturbed 
sleep during the night before operation with 
200 mg. of Noludar, and because, according 
to other workers, higher doses may be given 
with impunity, it is suggested that 200 to 400 
mg. be given the evening before operation and 
100 mg. two hours prior to induction of anes- 
thesia. The sedative effect of 400 mg. of Nolu- 
dar was approximately the same by both rectal 
and oral routes, and it is therefore recommend- 
ed that oral tablets be used. 
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Summary and Conclusions 


Noludar was evaluated for its sedative-hyp- 
notic action in a total of 2,162 patients. The 
first part of the study compared the somni- 
facient effects of 250 mg. and 200 mg. doses: 
1,002 patients received the 250 mg. dose, and 
1,020 patients were given the 200 mg. dose. 
Average induction periods and duration of 
sleep were calculated for both groups. The in- 
duction period averaged 50.7 minutes with 
the higher dose and 65 minutes with the lower 
dose. The average duration of sleep with the 
higher dose was six hours and 40 minutes, and 
the corresponding figure with the lower dose 
was five hours and 58 minutes. Noludar was 
well tolerated. Untoward reactions occurred in 
approximately 5 per cent of all cases. The in- 
cidence of side effects in terms of total doses 
was 2.1} per cent in the 250 mg. group and 2.9 
per cent in the 200 mg. group. The induction 
periods and the duration of sleep in the two 
groups are compared with similar calculations 
reported by other workers. 

The second part of the study evaluated the 
merits of Noludar as premedication in surgi- 
cal patients. Three groups of 70 patients each 
were compared: The first group received Nem- 
butal orally the night before operation, and 
Demerol as preanesthetic medication; the 
other two groups received 200 mg. of Noludar 
the night before operation, and preanesthetic 
medication consisted of a 400 mg. dose of 
Noludar either orally or rectally. The surgical 
procedure was performed under nitrous oxide- 
oxygen anesthesia in all 210 cases, supple- 
mented with 2.5 per cent Pentothal sodium. 
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The hypnotic effects of 200 mg. of Noludar 
and 1.5 gr. of Nembutal were approximately 
equal. Both the emotional states of the patients 
on their arrival in the anesthesia room and the 
average Pentothal requirements per minute 
were very similar in the three groups. 

It is concluded that Noludar, which does 
not belong to the barbituric acid group, is a 
useful sedative-hypnotic drug. It is well toler- 
ated, and 200 mg. doses are, in general, ade- 
quate for treatment of insomnia. It is sug- 
gested that 400 mg. doses be given orally as 
preanesthetic medication. 
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ORNITHOSIS 


In the past two decades virus research has discovered that wild and 


domestic birds, as well as parrots, cockatoos, parakeets, canaries, etc., can 
be a source of infection in human ornithosis. According to present data 
there are at least 62 different kinds of birds from nine species. Among these 
are seagulls, procellarians, sparrows, pheasants, pigeons, chickens, turkeys 
and ducks. Human ornithosis cases have been known to exist in Germany 


through contact with a seagull, a golden oriole, a sparrow, ducks and, espe- 


cially, pigeons. There is thus a wide spread of ornithosis virus among birds 


in Germany. 


In the country as well as in the towns there are numerous wild domestic 
pigeons which may be regarded as potentially infected birds. This is evident 
from the few investigations on ornithosis among German pigeon flocks. 
Among 74 pigeons examined in Hamburg, 16 birds (21.6 per cent) had 
positive complement fixation tests and seven birds (9.5 per cent) had a 
positive mouse test, indicating that they were carriers of the virus. In Frank- 


furt am Main 10 of 17 pigeons ( 


500 


58.8 per cent) were found to be infected. 


The infected birds had come from five different flocks. This would indicate 
that a danger of infection through contact with pigeons definitely exists. 


There are undoubtedly more human cases of ornithosis transmitted by 
pigeons than is at present realized. The aetiology of such diseases is very 
often undiscovered, because generally neither the physician nor the patient 
and his relatives are thinking of such epidemic correlations. Mohr et al. in 
North-West Germany discovered by serial examination that complement- 
fixing antibodies were to be found in the blood of 50 per cent of all pigeon 
breeders investigated. None of them had suspected this disease. 


G. Kemmerer et al., Epidemiology of human ornithosis transmitted 
by pigeons, German Medical Monthly, January 1957, pp. 7-9 
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Introduction to Physical 
Medicine and Rehabilitation 
Series 


HOWARD A. RUSK* 


Vew York University-Bellevue Medical Center, New ¥ ork 


Uri recent years, the majority of physicians looked on rehabilitation as an 
extracurricular activity of medicine, something dealing with social work and vo- 
cational training but which had little concern and held but few implications for 
medicine. However, because of the rising tide of chronic disease and physical dis- 
ability, increasing numbers of physicians now recognize that medical care cannot 
be considered complete until the patient with a physical disability has been trained 
to live and to work with what he has left. 

Some outstanding rehabilitation programs in various parts of the world have 
demonstrated that rehabilitation to the point of self-care or even to full or limited 
employment is possible for many chronically ill patients who have been hospital- 
ized for long periods. Yet, only a small minority of the chronically ill and physi- 
cally disabled individuals who could benefit from such services receive them. 
Hospital personnel complain that the chronically ill patients are responsible for 
overcrowded conditions, but few hospitals provide the third phase of medical care 
which will permit many of these patients to leave the hospital. 

If any major attack is to be made on the problems of physical disability, there 
must be an expansion of rehabilitation services in general hospitals, for it is to the 
general hospitals that the practicing physician turns for the care of his patients. 
It is also in the general hospitals that such services can be given to the patient at 
the earliest possible time, thus alleviating or minimizing the costly and damaging 
physical, emotional, social and vocational sequelae of the acute disease process or 
trauma. To ignore the development of rehabilitation services in general hospitals 
is to guarantee the continued deterioration of many less severely disabled persons 
until they, too, reach the severely disabled and totally dependent category. 

In each of a number of succeeding issues, PosTGRADUATE MEDICINE will carry 
a series of articles dealing with the management of various types of physical dis- 


*Professor and Chairman, Department of Physical Medicine and Rehabilitation, New York University-Bellevue Medical 
Center, New York, New York, 
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abilities. In some instances, such as in the paper by Dr. Arthur Abramson, Albert 
Einstein College of Medicine, on 


Use and abuse of ambulation training,” the 
procedures discussed are used in the postacute phase of the management: this is 
usually the responsibility of the specialists in physical medicine and rehabilita- 
tion. In others, such as in the paper by Dr. Donald A. Rose, University of Kansas 
Medical Center, on “The use and abuse of massage,” and in that of Dr. Nadene 
Coyne, Western Reserve University School of Medicine, on “Use and abuse of 
heat.” the procedures fall within the area of physical therapy. However, the impli- 
cations of these articles are not restricted to the physiatrist, for massage and heat 
may be used or abused by other specialists and general practitioners. 

Other articles in the series, such as those of Mr. H. B. Aycock and Miss Mary 
E. Switzer, Office of Vocational Rehabilitation, Department of Health, Education 
and Welfare, on “Rehabilitation of the blind and partially seeing.” and of Morton 
A. Seidenfeld, Ph.D.. The National Foundation for Infantile Paralysis, on “Psy- 
chologic aspects of physical disability,” have significance for every practitioner of 
medicine, for these are problems encountered by all physicians at some time. 

POSTGRADUATE MEDICINE is publishing this series of articles because of its 
belief in two principles with respect to rehabilitation: 

The first is that every physician, whether general practitioner or specialist. 
should be thoroughly indoctrinated in the necessity for comprehensive care and 
the utilization of rehabilitation methods. Experience has shown that at least 80 
per cent of all medical rehabilitative procedures can and should be done by the 
practitioner or specialist responsible for the patient’s primary care, and such pro- 
cedures should be an integral aspect of basic medical service. This approach is 
essential if a substantial impact is to be made in preventing further deterioration 
and increased disability among the great majority of chronically sick and injured 
patients, for it is in the physician’s office and in the general hospital that the great 
bulk of medical care is given. 

The second is that over and above those patients referred to previously are a 
minority of patients with severe disabilities (paraplegia, quadriplegia, severe 
hemiplegia with aphasia, amputees and victims of the demyelinating diseases ) 
whose needs cannot be met without a concentrated and integrated program which 
includes full utilization of all of the ancillary medical disciplines and specialized 
rehabilitation technics. It is obvious that the medical practitioner, either general 
or specialist, cannot have at his disposal all of the varied facilities, equipment. 
specialized skills and ancillary medical personnel needed for the management of 
such patients. The answer, traditional in the development of all specialized medi- 
cal services, has been to fix medical responsibility for the management of such 
patients on specially trained and experienced physicians who have these neces- 
sary services available to them. 

It is the hope of PostcrapuaTe Mepicine that this series will prove of inter- 
est and value to all physicians, whether they practice rehabilitation in their offices 
or in highly specialized rehabilitation centers. 
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PHYSICAL MEDICINE AND REHABILITA TION—First of a series 


Use and Abuse of Rest in Physical 
Medicine and Rehabilitation 


MIECZYSLAW PESZCZY NSKI* 


Western Reserve University School of Medicine, Cleveland 


BRest as a therapeutic 
agent has been a con- 
troversial subject 
throughout the history 
of medicine. As a result 
of the many conflicting 
opinions which have 
been expressed, many 
of the problems relat- 
ing to the use of rest 
have become obscured. 
For example, John Hil- 
ton' and Hugh Owen 
Thomas,” the classic advocates of the use of 
therapeutic rest, seemed to overlook some of 
its obviously debilitating effects. Watson- 
Jones,* through his position as a prominent 
orthopedic surgeon and modern advocate of 
local rest in the treatment of fractures and 
joint injuries, has deterred the advancement 
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*Associate Professor of Clinical Physical Medicine and Rehabilitation, 


Department of Medicine, Western Reserve University School of Medi- 
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Highland View Hospital, Cleveland, Ohio. 
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of some of the newer trends regarding the 
abuse of rest. 

It is typical of the human mind and behav- 
ior to become dogmatic in trying to write or 
to speak in a general way about personal ex- 
periences. Physicians who advocate the idea 
of early mobilization in disease also have fre- 
quently overdone their advice. An extremely 
dynamic approach to the value of movement 
in orthopedics and related fields is given in an 
extensive presentation by Perkins* in his 1952 
Robert John’s lecture. The medical reader is 
also familiar with Leithauser’s’ propagation of 
the controversy in the field of general surgery. 

The entire question of the use and abuse of 
rest as a therapeutic measure was reopened a 
few years ago at the Royal Society of Medi- 
cine in London, and its proceedings® presented 
a condensation of the different views which 
were advanced. It was extremely disturbing to 
read the conservative point of view in this 
particular article. Yet, in spite of the progress 
in all medical fields, there are very few ade- 
quately controlled studies or basic research 
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data to provide conclusive evidence of what is 
right or wrong in this controversial issue. 

As long as we do not have a well-developed 
knowledge of what has been called the physi- 
ology of convalescence, we do not know how 
it will be influenced by bed rest, by different 
degrees of partial rest, and by mobilization. 
Thus, we shall be confined to an opinion based 
on generalized clinical impressions, biased by 
tradition, by the limitations of our own medi- 
cal education, and by the influence of our per- 
sonal inclination to be either more conserva- 
tive or more daring. 

Some of the more recent work done in the 
field of the physiology of rest and convales- 
cence has been summarized by Taylor’ and by 
Wilson.* The outstanding finding of this re- 
search was that, following prolonged bed rest, 
there was a marked deterioration of the car- 
diovascular response to posture. After three 
weeks’ recumbency, healthy young adults 
needed two weeks of reconditioning to attain 
two-thirds of their first postural adjustment 
score; response to a change in posture had not 
regained its original value until some time 
after a period of seven weeks had elapsed. 
Loss of endurance and muscle power, and 
reduction of proteins and minerals, due to pro- 
longed rest, are other known factors. Prac- 
tically all of the reported research on conva- 
lescence was done on healthy young adults, 
and only an expansion of the investigation to 
include different age groups and representa- 
tive groups of diseased and disabled persons 
can evolve a theory regarding the use and 
abuse of rest in treatment. 

Recently, Gordon and Vanderwalde’ added 
a word of caution to those in favor of inten- 
sive ambulation training, demonstrating that 
some disabled persons are able to move in a 
manner approaching conventional ambulation 
only by an energy expenditure which is com- 
parable to very hard work and which ap- 
proaches the limits of their motor-performance 
capacity. 

Thus, having made these reservations con- 
cerning the present status of a rational ap- 
proach to this topic, | will try to present cer- 
tain problems illustrating the use and abuse 
of therapeutic rest. These particular subjects 
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have been selected either because the develop- 
ment of new methods in medicine or surgery 
has necessitated a re-evaluation of established 
ways and means or because, in actual practice, 
certain well-known principles frequently have 
been neglected, to the detriment of the patient. 


Conditions Indicating the Use of Rest 


Tuberculosis—According to the Commit- 
tee on Therapy of the American Trudeau So- 
ciety,” the new antimicrobic treatment for 
tuberculosis has not altered the indication for 
rest as a part of the therapeutic regimen dur- 
ing the active stages of the illness. The com- 
mittee strongly suggests that, until studies cur- 
rently in progress are completed, the physician 
should adhere to the established indications 
for that type of care. Gradual physical reha- 
bilitation by progressive mobilization of the 
patient is permitted only after all symptoms 
of an active phase have cleared; relatively nor- 
mal activity should be achieved no sooner than 
in 6 to 12 months. 

Cardiac conditions—Insofar as bed rest as 
a part of treatment is concerned, the medical 
profession has almost uniformly accepted a 
more liberal approach to the treatment of the 
cardiac patient.''''* It probably is unnecessary 
to review all of the aspects of this problem 
here; nevertheless, it should be stressed that 
advice given to the patient concerning limited 
activities often is too vague, and the prescrip- 
tion for occupational therapy during hospitali- 
zation seldom is adequately specific. Cardiac- 
training kitchens, homemaking courses and 
home-evaluation services to teach and advise 
patients in economy of effort gradually are 
becoming more available in many communi- 
ties. Cardiac work-classification clinics repre- 
sent great progress in the problem of estab- 
lishing the degree of work tolerance of the 
cardiac patient. 

With the advance of cardiac surgery, ex- 
perience has indicated the advantages of initi- 
ating preoperative and postoperative breath- 
ing and upper extremity exercises similar to 
those accepted for patients having nontuber- 
culous pneumonectomies and related proce- 
dures of thoracic surgery. Strandberg’ has 
shown that in a group of 200 cases of cardiac 
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surgery, atelectasis developed in a third of the 


patients who were treated without breathing 
exercises, and 5 per cent of them died as a 
result of postatelectasis. Of the patients treated 
with physical activities preoperatively and 
postoperatively, only 9 per cent had atelectatic 
complications, and there were no postatelec- 
tatic deaths. 

Poliomyelitis—Sometimes there is a de- 
plorable tendency to push too rapidly the post- 
respirator poliomyelitis patient who needs daily 
intermittent rest periods or limited respiratory 
assistance such as the rocking bed, or both. 
This is usually done in an attempt to discon- 
tinue the treatment. General decrease in the 
patient’s physical and mental performance is 
the best clinical measure, which proves that 
such patients should not be deprived either of 
periodic rest or of the respiratory aid they re- 
quire daily. 

It is a well-established fact that excessive 
physical activity during the initial febrile peri- 
od of acute poliomyelitis is related to an in- 
creased degree of motor involvement in the 
paralytic stage. A difference of opinions still 
exists regarding the timing and the degree of 
neuromuscular re-education after the acute 
episode of the disease has subsided. Following 
this phase of poliomyelitis, if and when pa- 
ralysis has set in, the patient may present a 
gamut of conditions which, according to the 
degree of involvement, may indicate total, par- 
tial or local rest. Physicians with great experi- 
ence in the treatment of paralytic poliomyeli- 
tis still disagree somewhat as to when and to 
what degree rest, supplemented with individ- 
ual muscle re-education, can be replaced safe- 
ly by such functional activity as ambulation, 
with the patient’s joints and muscles protected 
by adequate bracing. In general, the opinions 
seem to be swinging slowly toward greater ap- 
preciation of the rest factor. 

Hemiplegia—Currently, there is a marked 
improvement in the attitude of the medical 
profession toward the treatment of patients 
with a cerebral vascular accident. Hemiplegia 
is the most common disability seen in depart- 
ments of physical medicine and _ rehabilita- 
tion.'*'” The question often arises as to how 
soon the patient should be out of bed after 
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having had a cerebral vascular accident. If 
there are no other major medical complica- 
tions, clinical impressions favor an arbitrary 
routine of getting a patient out of bed even 
the day following a mild cerebral vascular ac- 
cident. The severely involved patient usually 
should be kept in bed for two weeks. During 
these two weeks, bedside physical therapy. 
which can be done by the nursing staff, should 
aim at preventing contractures; graduating the 
patient to an adequate sitting tolerance: and 
teaching him to use the good upper extremity 
for such daily activities as feeding, turning 
over in bed, or sitting up. | favor an almost 
routine attempt at ambulation by every hemi- 
plegic patient who survives the stroke, regard- 
less of the degree of his motor or mental in- 
volvement, or both. 

In many instances, knee-flexion contrac- 
tures, caused by prolonged and inadequately 
supervised bed rest, are still the major prob- 
lem to overcome in patients who have been re- 
ferred for gait training late in the course of 
their disability. Another common cause of hip- 
flexion and knee-flexion contractures in hemi- 
plegic patients is partial resting, as in a wheel 
chair or other chair. 

Elderly patients who have been kept in bed 
for a prolonged time also may have a marked 
tendency to lean backward when standing up: 
often a physical therapeutist with average ex- 
perience will capitulate and not urge the pa- 
tient to progress beyond the stage of ambula- 
tion along a bar. Without the aid of parallel 
bars, such a patient obviously would have a 
tendency to fall backward. The reflex adjust- 
ment to being upright is very quickly impaired 
as a result of recumbency, especially in the 
aged. Very patient continuation of gait train- 
ing for short periods throughout the entire day 
may, in many instances, help the patient re- 
gain his ability to be objectively upright and 
to walk independently. 

Fractures—Following hemiplegia, a_frac- 
tured hip in elderly patients is the next most 
frequently encountered problem in the aver- 
age department of physical medicine and re- 
habilitation. Progress in the nailing of hip 
fractures has revolutionized the postoperative 
management'® of these patients during the past 
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20 years. Regardless of the decision of the 
physician about the timing and the degree of 
weight bearing to be permitted on the involved 
lower extremity, early mobilization of the pa- 
tient should be a generally accepted rule. In 
order to prevent deterioration of the patient’s 
cardiovascular and general reflex adjustment 
to an upright posture and to aid his future 
ability to use crutches properly, power-build- 
ing exercises for both upper extremities and 
the uninvolved leg are essential. Graduated 
standing-up training, with limited or no weight 
bearing on the involved leg, also is necessary. 

In selected cases, it is up to the surgeon at 
the time of the initial orthopedic intervention 
to decide whether or not an otherwise less de- 
sirable operation should be chosen in order to 
enable the patient to do full weight bearing in 
a very short time after the procedure. 

Today, many more fractures are treated by 
allowing the patient to be up and about than 
could be managed in the past. The most spec- 
tacular change in management concerns some 
types of pelvic fractures. Immobilization treat- 
ment of a fracture through both rami of os 
pubis with no complications to internal organs 
would be considered by most surgeons as abuse 
of rest. Similarly, many vertebral body com- 
pression fractures are not contraindications to 
free ambulation if the alignment of the trunk 
is satisfactorily protected with bracing. Many 
physicians allow an elderly person with a frac- 
ture of the surgical neck of the humerus to 
move the involved upper extremity a few days 
after the accident. The physician probably 
will be more concerned with elimination of the 
patient’s local pain and with prevention of a 
frozen shoulder type of contracture than with 
the eventual alignment of both fracture parts. 

The most common abuse of local rest in 
connection with fractures is an unintentional 
immobilization of the metacarpal phalangeal 
joints caused by the application of a plaster 
cast to treat a Colles’ fracture. If such a cast 
is applied properly, the patient should be able 
to close his fist fully. The same patient often 
involuntarily “babies” his fracture by keep- 
ing the cast close to his body and probably 
failing to perform a full range of motion of 
the shoulder several times daily. Too many 
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frozen shoulders and extension contractures of 


the metacarpal phalangeal joints are still re- 
ferred for treatment only after the plaster cast 
has been removed. While in the cast, the pa- 
tient should be not only advised but also 
trained to resume somewhat normal activities 
with his involved upper extremity. 

Rheumatoid arthritis and osteoarthritis 
Fine clinical judgment and knowledge of psy- 
chologic and vocational aspects are needed to 
give the proper guidance to a patient who has 
rheumatoid arthritis, and to know when to pre- 
scribe general or local rest for him. In gen- 
eral, more harm is being done to arthritic pa- 
tients by the medical condoning of prolonged 
bed rest than through encouraging them to 
continue working or moving around. The most 
valuable assistance a physician can give a pa- 
tient with rheumatoid arthritis is to teach him 
how to go through a range of motion in all 
joints twice daily, and to supervise the prac- 
ticing of this program until the patient takes 
it over as a permanent daily routine. Even an 
immobilized hot joint should be taken out of 
a bivalved plaster cast once or twice daily and 
exercised through the range of motion in order 
to prevent contractures. On the other hand, 
relief of arthritic pain by modern drug ther- 
apy does not always mean that the patient can 
safely put full weight on the diseased joint. 
Massive degenerative changes have been ob- 
served occasionally as a result of full weight 
bearing on unprotected joints." 

The osteoarthritic joint occasionally needs 
full or partial rest from weight bearing. The 
mistake most commonly made is to allow a 
vicious cycle between rest and pain to develop. 
A patient who has an osteoarthritic knee joint 
and who succumbs to a short intercurrent dis- 
ease and has to be kept in bed for some time 
may, because of the quadriceps weakness 
which often develops within a few days, have 
a more unstable and thus a more painful knee. 
Additional prescribed rest will only aggravate 
the situation and increase the degree of the 
disability. Quadriceps-setting exercises, power- 
building exercises without weight bearing for 
the knee extensors, and limited weight-bearing 
ambulation with the help of either crutches or 
a long leg brace to protect the joint especially 
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from lateral instability are all very easy pro- 
cedures which only too often are neglected 
and are wrongly compensated by prolonged 
bed rest. 


Summary 


Although there are many more essential ex- 
amples and pertinent problems connected with 
this subject which merit attention, the scope 
of this paper will not permit their discussion. 
The text of this article should be recognized 
more as a generalization than as a specific 
recommendation of treatment to be followed. 

In summary, the following principles should 
be stressed in regard to the use and abuse of 
rest: (1) Each case must be evaluated care- 
fully on its own merits and without dogmatic 
prejudice; (2) general rest is frequently not 
the answer; local rest for either the diseased 
joint, a bone or a particular area of soft tissue 
should not interfere with adequate provision 
for the activities of other joints and muscles 
and the maintenance of the patient’s general 
condition; and (3) psychologic and vocation- 
al aspects of the patient and the problem he 
presents should be considered in making the 
final decision concerning treatment. The deli- 
cate balance between the use and abuse of rest 





as a part of the prescribed regimen must be 
recognized. 
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Other papers in this series will follow in succeeding issues. 


PRELIMINARY PLANS FOR 1957 SCIENTIFIC ASSEMBLY 


Extensive plans have been made for the program of the 42nd annual Interstate 
Postgraduate Assembly, to be held at the Palmer House, Chicago, September 30 to 
October 3. Under the chairmanship of Erwin R. Schmidt, M.D., Trustee, and Professor 
of Surgery at the University of Wisconsin Medical School, the program committee 
distributed questionnaires among the members of the Interstate Postgraduate Medical 
Association, asking them to indicate their preferences for program content. Of the 
replies received, 65 per cent favored continuing the present format, while 35 per cent 
suggested greater concentration on basic subjects. General practitioners comprised 76 
per cent of those submitting replies: the majority of the others represented surgeons. 
Fifty-six per cent of the questionnaires were received from physicians less than 50 


years of age. 


In view of the majority preference for continuing the diversified programs, the 
committee has selected a wide range of topics. Further details of the program will be 
presented in subsequent issues of PosTGRADUATE MEDICINE; however, at present, it 
can be announced that surgical clinics will be presented by: Richard B. Cattell, M.D.., 
Lahey Clinic, Boston; Robert Zollinger, M.D., Professor of Surgery, Ohio State Uni- 


~ 


versity College of Medicine, Columbus; Alton Ochsner, M.D., Professor of Surgery. 
Tulane University School of Medicine, New Orleans, and Waltman Walters, M.D.. 
Professor of Surgery, University of Minnesota Graduate School of Medicine, Roches- 


ter, Minnesota. 
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CONCEPT 


We believe that struma lymphomatosa is not a true thyroiditis but 
rather a primary thyroid cell failure with compensatory thyroid 
enlargement. 


1. Primary partial 
thyroid failure, 
cause unknown 


2. Thyroxin 
deficiency 





f 


3. Thyrotropin 
increase 


- 7. Thyrotropin 
4. Compensatory - “ decrease 
thyroid 


hyperplasia 6. Thyroxin 


“increase 


5. Treatment with @ 
desiccated 


thyroid 
8. Decrease in size 
of compensatory 
goiter 


CLINICAL FEATURES 


HISTORY OCCURRENCE Usually in women at any age. May be pre- 
cipitated by stress of pregnancy, enlarging 
post partum. 


DURATION Usually less than two years. Enlargement may 
be rapid. 


SYMPTOMS Of thyroid failure may or may not be present. 


PHYSICAL Variable from slightly larger than normal (25 


gm.) to very large (200 gm.). 


SHAPE Diffuse, sometimes lobulated asymmetric goi- 
ter. Pyramidal lobe may enlarge. 


CONSISTENCY Very firm to hard. 
SIGNS Of thyroid failure may or may not be present. 
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CLASSIFICATION OF THYROID FAILURE 


COMPENSATED 


Absence of symptoms or signs of thyroid 
failure. 


14% 


DECOMPENSATED 


Presence of symptoms or signs, or both. 





of thyroid failure. 


26% 


Pyramidal 
lobe 


Enlarged lateral 


lobes not visible. 





LABORATORY 


DINEIN(ONSUIE 
- TESTS 








| TESTS | 











TSH TEST 


(thyroid-stimulating hormone or thyrotropin) 


A simple, accurate test to differentiate struma lymphomatosa from 
nontoxic adenomatous goiter and carcinoma of the thyroid. 


TECHNIC 


1. On first day a six hour radioiodine 3, On second day another six hour 
(['3!) tracer test is done. radioiodine (I'*) tracer test is done, 


; i pia a is after noting residual radiation. 
2. Afterward, 4 units of TSH is given - 


intramuscularly. 4. Values of both six hour radioiodine 
tests are then compared. 











BASAL METABOLIC RATE 
Useful if low. 











BUTANOL-EXTRACTABLE PROTEIN-BOUND IODINE 
(BEPBI) 


Measures only thyroxin and of more value than TPBI. 











TOTAL PROTEIN-BOUND IODINE (TPBI) 
Of little diagnostic value because it measures metabol- 
ically less active thyroglobulin as well as decreased 
thyroxin. 








24 HOUR-RADIOLODINE UPTAKE (I'*") 
Alone is of little diagnostic value. 








SERUM CHOLESTEROL 
Of limited diagnostic value since thyroxin deficiency 
is usually mild. 














SERUM GAMMA GLOBULIN 














An accurate diagnosis of struma lymphomatosa 
can be made mainly by the TSH test and to a 
lesser degree by other laboratory tests without 


surgery or needle biopsy in most patients. 














RESULTS 














STRUMA LYMPHOMATOSA 


No significant increase in I'*! uptake by TSH in 31 of 34 
yatients (failing thyroid cells under increased endogenous 
‘SH stimulation). 


NONTOXIC ADENOMATOUS GOITER 
Marked increase in I'*! uptake by TSH in 27 of 27 patients 
(greater than 50 per cent of original uptake). 

CARCINOMA OF THE THYROID 
Marked increase in I'*! uptake by TSH in six of six patients 


with papillary, angio-invasive or undifferentiated carci- 
noma (greater than 50 per cent of original uptake). 











Low basal metabolic rate in thyroid failure (—15 
per cent or less) in 26 of 46 patients. 











Low in seven patients and low normal in seven 
patients. 








Normal in 13 of 14 patients. Low in one. 











Varies from low to high 


Low (less than 10 percent). ...... 4 
Normal (10 to 50 per cent)... .... 14 
High (greater than 50 percent) .... . 14 











Greater than 250 mg. per 100 ml., 14 of 35 patients. 
Greater than 300 mg. per 100 ml., 7 of 35 patients. 











Elevated in 26 of 31 patients. 


























PATHOLOGY 


Struma lymphomatosa ( Hashimoto’s disease ). 
Pathologic evidence of thyroid failure. 


1. Oxyphilia (pink staining change in cytoplasm) of thyroid 


cells. 


2. Compensatory hyperplasia and hypertrophy of thyroid 


cells. 


The lymphocytic infiltration and fibrosis are secondary pathologic 
phenomena and are not the cause of the cell failure or result of 


inflammation. 


Clinically, the degree of thyroid failure roughly correlates with 
degree of oxyphilia, number of cells, and degree of fibrosis. 


NEEDLE BIOPSIES 


Normal thyroid. 







anny: 
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Rare oxyphilous follicle, decreased colloid, lymphocytic 
infiltration, intrafollicular histiocytes. 
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Slight oxyphilia, decreased colloid, lymphocytic infiltra 
tion, intrafollicular histiocytes. 
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Moderate oxyphilia, 
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ular histiocytes, mild fibrosis. tration. 
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NEEDLE BIOPSIES 


Marked oxyphilia, decreased col- 
loid, lymphocytic infiltration, 
moderate fibrosis. 


PRIMARY HYPOTHYROIDISM WITHOUT GOITER 


Oxyphilia of atrophic thyroid cells, lymphocytic infiltration and 
fibrosis are characteristic pathologic findings in the thyroid gland. 
The initial more complete failure of the thyroid cells in this vari- 
ant probably explains their inability to undergo hyperplasia in 
response to TSH. 
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decreased colloid, lymphocytic in- Marked oxyphilia, decreased colloid, lymphocytic i 





TREATMENT 


Desiccated thyroid, 2 to 3 gr. U.s.p. orally, daily, permanently. 


RESULTS 


Corrects varying degrees of thyroxin (BEPBI) deficiency due to 
thyroid cell failure . . . 


Which depresses thyrotropin production from pituitary gland, 


usually decreasing size of goiter unless fibrosis is present. 





COMPENSATED THYROID FAILURE 



















































B.M.R. CHOLESTEROL TPBI BEPBI TSH TEST 
: com | 202 : | 46 3 
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DECOMPENSATED THYROID FAILURE 
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(Above. From Skillern, P. G., 
G. W., Jr., McCullagh, E. P., Hazard, 
J. B., Lewis, L. A. and Brown, H.: 
Struma lymphomatosa: Primary thyroid 


Crile, 


failure with compensatory thyroid en- 


largement. J. Clin. Endocrinol. 16:35- 


54 [January] 1956.) 



































Hines, Illinois 








Case Report and Discussion 


Wk. wittiam J. GILLesBy: A 64 year old 
white man, a salesman, was admitted to Hines 
Hospital on June 17, 1954, complaining of se- 
vere stabbing pain in the left upper abdominal 
quadrant and epigastrium, anorexia and con- 
stipation. These symptoms had been present 
since an exploratory laparotomy was perform- 
ed elsewhere on March 13, 1954. (He is in 
the age level for carcinoma. Very severe stab- 
bing left upper quadrant and epigastric pain 
would suggest retroperitoneal involvement. 
The anorexia would go along with a neoplasm, 
and consti, ation with almost anything. ) 

The patient had been well until February 
15, 1954, when he suddenly noticed a yellow- 
ish tint to the sclerae, along with very dark 
urine and pale gray stools. (Jaundice, prob- 
ably obstructive. Itching is not mentioned. 
Apparently the jaundice was not that severe. 
It has been stated many times that the pres- 
ence of itching suggests the obstructive type 
of jaundice. I cannot recall having seen a case 
of hepatic jaundice with itching. ) 

The patient reported to his family physi- 
cian immediately and was hospitalized the 
next day. A thorough work-up was done, in- 
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CLINICOPATHOLOGIC 
CONFERENCE 


Report From Veterans Administration Hospital, 


cluding an upper gastrointestinal x-ray series 
and numerous blood tests, with apparently 
negative findings. He was told that an opera- 
tion was not necessary and was discharged. 
He continued under observation for two weeks, 
and the jaundice increased progressively; ano- 


rexia and weight loss also appeared. He was 
again hospitalized elsewhere. 

(Here we come to conflicting reports from 
the hospital and the patient’s physician.) A 
note from the hospital stated that at explora- 
tion on March 13, 1954, the gallbladder was 
distended with thick, dark green bile. (How 
distended we do not know, but certainly it 
sounds as though Courvoisier’s law was being 
invoked.) The operation did not disclose tu- 
mors of the liver or stomach, or calculi in the 
gallbladder or common duct. The pancreas 
was large and hard, with several smaller hard 
nodules throughout, and evidently a chole- 
cystostomy was performed. The final diagno- 
sis was “jaundice, due to carcinoma of the 
head of the pancreas.” (That diagnosis cer- 
tainly would go along with the reported find- 
ings. With Courvoisier’s sign present—no 
stones—we can fairly well rule out carcinoma 
of the gallbladder, which is mentioned later. 
The incidence of carcinoma of the gallbladder 
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without stones is quite low. | have never seen 


a case without stones. ) 

A call from the patient’s private physician 
received by the admitting room doctor indi- 
cated that they had found an inoperable car- 
cinoma of the gallbladder with metastases in 
the liver and abdomen. (As I said, I cannot 
seriously consider carcinoma of the gallblad- 
der in the absence of the finding of stones at 
operation. ) 

The gallbladder was not removed, but drain- 
age was established by cholecystostomy. (To 
relieve the jaundice, | presume. I think it is 
better to do an internal drainage of the gall- 
bladder—cholecystoduodenostomy or chole- 
cystogastrostomy—in the presence of a large 
gallbladder with inoperable carcinoma of the 
pancreas. Incidentally, from the surgical stand- 
point | think it is a little easier in most cases 
to do a cholecystogastrostomy. The results are 
about the same and technically it is easier. ) 

Subsequent to the surgical procedure the 
patient continued to have marked anorexia 
and nausea. However, the jaundice subsided 
as it naturally would with external drainage 
of bile. He left the hospital on April 2, and 
still had anorexia and nausea and, in addition, 
considerable pain in the left upper abdominal 
quadrant and epigastrium, severe and stabbing 
and radiating to the back. (That would go 
along with carcinoma of the head of the pan- 
creas. Pain of pancreatic origin usually is con- 
veyed to the cord through the splanchnic 
nerves, although Hollinshead has pointed out 
that some of the pancreatic pain is carried to 
the cord via lumbar nerves which are in the 
adventitia surrounding the pancreas. The 
vagus has no pain fibers from the pancreas. 
Radiation to the back, I think, would fit very 
well with the peritoneal involvement and sug- 
gests involvement of the nerves. Dr. Godwin 
of our pathology department has found that in 
carcinoma of the head of the pancreas the 
perineural region of the splanchnic nerves 
usually is involved with carcinoma cells. These 
then compress the splanchnic nerves and, | 
believe, also compress the primary lymphatics 
of the pancreas. ) 

A fistula developed in the right upper ab- 
dominal quadrant and drained a greenish-yel- 
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low material. The patient was admitted to 
Hines Hospital on June 17. 

He appeared chronically ill and was slightly 
weak but was not in acute distress. He was 
mentally alert and cooperative. The head and 
neck were essentially normal. Nodes were not 
palpable in the neck, so that we do not have 
a Virchow node: at least it was not mentioned. 
There was no evidence of icterus. His chest 
was somewhat emphysematous, with expan- 
sion equal bilaterally. Some relative dullness 
was noted in the base of the right lung, with 
diminution of breath sounds, and these were 
tubular in nature in the lower base of the 
right lung posteriorly. (1 do not know just 
what that means unless he may have had some 
pneumonitis on one or both sides.) Rales were 
not detected. The heart was normal, and the 
heart rate was 90. The blood pressure was 
104/78. 

The abdomen was soft and flat. There was a 
right paramedian scar with a draining sinus 
in the upper part of the scar, draining a yel- 
lowish, cloudy material. (It had been described 
as greenish-yellow material, but I do not think 
that is significant.) An area of tenderness was 
noted just to the left and slightly above the 
umbilicus—a sense of fullness and a mass. 
(This certainly would fit with neoplasm of the 
head of the pancreas or in that area.) The 
liver was down three fingerbreadths and there 
seemed to be a few areas of nodularity. Bowel 
sounds were normal. Rectal examination re- 
vealed hemorrhoids, one thrombosed. (Of no 
significance, | think, unless it would point to- 
ward portal obstruction; other points in the 
protocol certainly do not suggest this.) Masses 
were not felt rectally, and the prostate, geni- 
talia, back and extremities were not abnor- 
mal. Neurologic examination disclosed bilat- 
erally diminished deep tendon reflexes. The 
skin was not icteric or discolored. 

Laboratory data—Urinalysis showed a faint 
trace of albumin and no sugar. There were 
some white cells, red cells, mucus and sperma- 
tozoa, but no casts. Serologic study was nega- 
tive. Red cell count was 4,380,000; hemo- 
globin was 13 gm. (He did not have marked 
anemia.) White blood cell count was 10,000. 

On June 28 the thymol turbidity was 2 
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units, essentially normal. The value for serum 
bilirubin was 8.6 mg., about 6 mg. or so above 
normal. The serum lipase measured 100, the 
serum amylase 16. Both of the pancreatic func- 
tion tests gave normal results. Total protein 
measured 6.2 mg. The albumin-globulin ratio 
was 3.5/2.7, within normal limits. The alka- 
line phosphatase was 33.8 units, considerably 
elevated. The two hour Watson urine study 
was 0.18 mg. per 100 cc. The cephalin-choles- 
terol flocculation was 2 plus on the 24 hour 
test, 3 plus on the 48 hour test—considered 
the upper limits of normal. 

On July 1, potassium was quite high. 6.4; 
serum sodium was 138 mg. The nonprotein 
nitrogen level was definitely up. 75.6 mg. ( nor- 
mal, 35 to 45 mg.). The carbon dioxide level 
showed an acidosis with 9.18 mEq.. serum 
chlorides 106 mEq. Hemoglobin was down to 
9 gm., and the red blood cell count to 3.500.,- 
000. The white cell count had risen to 26.700, 
with 90 per cent neutrophils and 10 per cent 
lymphocytes, suggesting infection. 

An upper gastrointestinal x-ray series and 
further laboratory studies were recommended 
if his condition permitted. The patient re- 
quired codeine and atropine for relief of pain. 
On June 30, symptoms developed which indi- 
cated partial obstruction, although obstruc- 
tive series taken the same day merely sug- 
gested an early ileus. Wangensteen suction 
was employed and intravenous fluids were 
given. The patient’s condition deteriorated 
rapidly and he died on July 1. approximately 
two weeks after he entered the hospital. 

X-rays—A chest x-ray taken on June 22 
was reported as normal, showing marked hy- 
pertrophic changes in the dorsal spine. A film 
of the abdomen taken at the same time did 
not show evidence of stones or masses. An ob- 
structive series on June 30 revealed a mod- 
erate amount of gas and fecal material scat- 
tered throughout the large bowel. Fluid levels 
were not seen, and there was no abnormal 
dilatation of the colon. A moderate amount of 
gas was noted in the small bowel. without evi- 
dence of dilatation. It was felt that the pa- 
tient’s condition did not permit barium studies 
of the bowel. Thus, the x-rays are of little help 
in arriving at a diagnosis. 
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The first condition | think of in this case, 
and I cannot get away from it. is obstruc- 
tive jaundice due to malignancy. My second 
thought is chronic pancreatitis, which may act 
a great deal like malignancy. Pancreatitis and 
carcinoma of the pancreas are indistinguish- 
able without biopsy of the pancreatic tissue, 
and a frozen section may cause confusion. Dr. 
Will Mayo used to say that 15 per cent of his 
patients with carcinoma of the head of the 
pancreas were alive at the end of 15 years. 
Therefore. something was wrong with his diag- 
nosis of the condition. We have found here in 
the past years that all is not carcinoma of the 
pancreas that feels like it, and that palpation 
of a woody. hard pancreas is by no means 
proof of carcinoma. Determining carcinoma of 
the head of the pancreas by palpation is not 
much better than by flipping a coin. 

I have found that the incidence of thrombo- 
phlebitis is very high in carcinoma of the tail 
of the pancreas, and | think that is a sugges- 
tive point. If a patient with an undetermined 
condition develops a bilateral thrombophlebi- 
tis—or unilateral, for that matter—you had 
better think seriously of carcinoma of the tail 
of the pancreas. 

The lymphatic drainage of the pancreas in- 
trigues me greatly. The lymphatic drainage of 
the colon goes upward along the aorta unless 
those lymphatics are obstructed by carcinoma 
tissue. in which case the lymph flow may gu 
downward. Thus, lymphatic drainage of the 
lower colon is in one direction unless some- 
thing has happened—namely, the upper lym- 
phatics have become obstructed by malignant 
tissue. I think a similar situation applies in 
regard to the pancreas. The primary drainage 
of the pancreas, particularly the body and the 
tail. is along the splanchnic nerves and be- 
comes retropleural. When this route is blocked 

-and blockage occurs fairly early in carci- 
noma—the lymph drainage must go another 
direction and so it passes toward the hilus of 
the liver. But the primary drainage of the pan- 
creas is upward; the secondary drainage is 
over toward the hilus of the liver. This may 
explain why we are not particularly success- 
ful at present in doing a radical enough resec- 
tion in carcinoma of the pancreas. | believe 
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we are thinkirg in terms of the pancreas drain- 
ing over toward the liver. I don’t believe it 
does. I think it drains upward and retropleu- 
rally. In carcinoma of the pancreas, the reason 
we see nodes and extension to the liver may 
be that the primary drainage of the pancreas 
has been blocked. 

To return to the case at hand, we are faced 
with two conflicting reports from the hospital 
and the doctor who referred him here. On the 
basis of the hospital report, which stated that 
there were no tumors of the liver or stomach, 
I am inclined to believe this is a case of chron- 
ic pancreatitis. On the basis of the physician’s 
statement that it was carcinoma of the gall- 
bladder with metastases in the liver and abdo- 
men, | tend to switch over to carcinoma of the 
head of the pancreas. I have not considered 
ampullary lesions. I think they can be diag- 
nosed only by seeing the x-ray, and even then 
the x-ray man must make the diagnosis. 

The normal results of the pancreatic func- 
tion tests make me wonder if this possibly 
could be a lesion far up in the common duct, 
ampullary or even up in the duct itself, so 
that the pancreas was draining normally. 

Common duct stone cannot be disregarded 
in a case of obstructive jaundice, but this pa- 
tient’s pain does not seem to fit well with 
biliary calculi. In addition, the gallbladder re- 
portedly was distended (in one instance) and 
stones were not noted on exploration. The 
pain in the left upper quadrant and epigas- 
trium, radiating to the back, fits a malignant 
situation much better than it does an obstruc- 
tion by a calculus. One can be fooled in cases 
of common duct stones, however; I think it 
was Sir Samuel Gee who said (and I agree) 
that in certain cases one would be a fool to be 
right because the symptoms would be so weird 
that anybody who made the right diagnosis 
had no right to make it. 

In making a final decision here, I have to 
choose between believing the hospital report 
(no tumors of the liver or stomach) or the 
private physician’s statement (abdominal and 
liver metastases). If I believe the physician, 
this is a case of malignancy with metastases 
and a far-advanced situation. If I believe the 
written report from the hospital, my diagnosis 
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would be chronic pzncreatitis. I shall believe 
the former and make a diagnosis of carcinoma 
as my first choice, chronic pancreatitis as sec- 
ond choice—realizing that this may well be 
one of those nonmalignant lesions that can 
give a deceiving appearance of malignancy. 


Postmortem Findings 


DR. CLIFFORD HEINMILLER (pathologist): 
As we go through the gross autopsy findings, 
keep in mind the first condition you discussed 
when you started to make the differential 
diagnosis—jaundice due to malignancy. 

The body measured 5 ft. 7 in. in length and 
weighed 130 lb. The skin showed a moderate 
icteric tinge. There was a 12 cm. right para- 
median scar in the right upper abdominal 
quadrant. The peritoneum was smooth and the 
cavity contained about 500 cc. of fluid. A 
mass the size of a small grapefruit in the area 
of the head of the pancreas was adherent to 
the transverse colon. 

The pleural cavities each contained about 
50 cc. of clear, colorless fluid. The heart 
weighed 270 gm. and was grossly normal. The 
right lung weighed 320 gm., and the left lung 
290 gm. Numerous small, grayish-white, firm 
nodules from 5 to 15 mm. in diameter were 
scattered diffusely throughout the organ. The 
gallbladder was replaced by adhesions and 
scar tissue, being continuous with the draining 
sinus of the cholecystostomy. The cystic, com- 
mon and hepatic ducts were grossly normal. 
The spleen weighed 280 gm. and was some- 
what congested. The pancreas appeared to be 
completely replaced by a large, grayish-white, 
firm mass. 

The stomach contained about 100 cc. of a 
thick greenish fluid. The mucosa was velvety 
and dark but there was no evidence of ulcera- 
tion or varices. The small intestine was nor- 
mal except for the superior duodenum, which 
had a linear ulceration approximately 5 cm. 
in length. The entire wall of the duodenum 
beneath the ulceration was replaced by firm, 
grayish-white tissue which was continuous with 
the mass at the head of the pancreas. The am- 
pulla could. not be identified. 

Micro:cepic study revealed tumor cells in 
the wall ef the duodenum which varied great- 
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FIGURE 1. Leiomyosarcoma cells in the duodenum near 
Brunner’s glands. 
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FIGURE 3. High-power view showing multinuclear giant 
tumor cells. 


FIGURE 2. 


FIGURE 4. High-power view showing spindle-shaped tu- 
mor cells. 





FIGURE 5. A pancreatic islet surrounded by leiomyosar- 
coma cells. 


ly in size and shape (figure 1). The cells were 
hyperchromatic with darker nuclei, many with 
multiple nuclei of bizarre shapes (figure 2). 
Many were giant cells with 8 to 10 nuclei ( fig- 
ure 3). Spindle cells predominated, however, 
and could be seen adjacent to smooth muscle 
of the duodenum (figure 4). Much of the pan- 
creas was replaced by similar tumor tissue 
(figure 5). Tumor cells were seen in blood 
vessels (figure 6). Areas of tumor were seen 
microscopically in the liver and lungs. 
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FIGURE 6. Malignant cells are seen within this blood 


vessel. 


Our diagnosis is leiomyosarcoma arising in 
the duodenum with extension into the pan- 
creas and metastases to the liver and lungs. 
The exact type of tumor was not suspected 
grossly at autopsy. 

We have encountered two instances of leio- 
myosarcoma arising in small bowel at Hines 
Hospital. One arose in the ileum and one in 
the duodenum. There have been a total of 39 
cases of malignant tumor of the small bowel 
at this hospital since 1931. 





ditortals 


A PLEA FOR THE 
LABELING OF DRUGS 


Few situations, in measure of a patient's dis- 
appointment and a physician’s frustration. can 
compete with that of a patient producing 
many bottles of pills which the physician is 
unable to identify. If it were only the strain- 
ing of a happy relationship and the loss of 
esteem in which the patient held the physi- 
cian, there would be little reason to editori- 
alize concerning the problem; however. when 
there is an increasing problem in public 
health and the lives of individuals are placed 
in jeopardy, there is no excuse for members 
of the profession, guided by the cold hand of 
tradition, to adopt a laissez-faire attitude. 

A real problem exists in the practice of a 
the nature whereof 
he is ignorant, in a bottle on which the label 


patient receiving drugs, 


does not designate the chemicals contained 
therein. The increasing dimensions of the 
problem are related to the facts that most 
medicines given in this age are proprietary 
products, that there is a tremendous number 
of such products, that each pharmaceutical 
house has its own trade name, and that com- 
binations of drugs are not infrequent. 

It is strongly urged that each physician 
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write “Please label” on every prescription, 
unless there is a special reason why it should 
be omitted. In addition, it would seem proper 
that the House of Delegates of the American 
Medical Association consider the adoption of 
a resolution that would endorse such a pro- 
cedure as a public health measure. The reso- 
lution might go further by suggesting that 
practicing pharmacists routinely label all 
drugs by name and dose, unless the prescrip- 
tion requested that this noi be done. 

Few, if any, physicians can claim exemp- 
tion from duty in improving the present situa- 
tion. The frequency of travel, the frequency 
of vacation periods at long distances from 
home, and the change of habitation dependent 
on occupation and employment opportunities 
set the stage for a physician practicing any- 
where in the country to be confronted with 
an ill patient in whose possession there are 
unlabeled bottles of pills, originally dispensed 
by a pharmacist many miles away. Paramount 
are the difficult-to-answer questions of whether 
the illness is related to the medications, 
whether the use of the medications should 
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be continued, and whether new prescriptions 
would stipulate the identical drugs. In addi- 
tion, it seems likely that few physicians keep 
records so accurately that, after some months, 
they can be confident of always knowing ex- 
actly the drug and dosage that they have pre- 
scribed for a patient. How much more efhi- 
cient (and face-saving) it would be for a 
physician simply to read the label on the bot- 
tle the patient presents, rather than to have to 
telephone the pharmacist who dispensed the 
prescription. Those who have taken the Hip- 
pocratic oath may be reminded of its vow “to 
apply dietetic measures for the benefit of the 
sick according to my ability and judgment: 
I will keep them from harm and injustice.” 

The problem of patients’ endangering their 
health by taking medicine for long periods is 
not new. In years past, perhaps the common 
offenders were arsenic and bromide which 
were contained in favorite nostrums. particu- 
larly in tonics or sedatives. 

Much more dangerous today are drugs that 
cause psychic malfunction, bone marrow de- 
pression, disturbances in hepatic and renal 
function, and aberrations in endocrine func- 
tion, especially that of the adrenal gland. 

These problems have not been neglected by 
prophetic leaders of our profession, as wit- 
nessed by the Frank Billings Memorial Lec- 
ture given by Barr,’ entitled “Hazards of mod- 
ern diagnosis and therapy—the price we pay.” 
The multiplicity of effects of therapeutic 
agents on the health of the population has 
been epitomized in the title, “Diseases of 
medical progress,” which appeared recently 
in the “Medical progress” section of The New 
England Journal of Medicine.” 

The drugs that might be voted most-to-be- 
feared would depend on the particular cross 
section of the medical population polled. To- 
day, the psychiatrists might elect rauwolfia as 
King of the Evils; the hematologists might 
well submit all the drugs with a phenol ring 
as potential Borgias of the bone marrow. The 
endocrinologists might be joined by the al- 
lergists and the dermatologists in designating 
cortisone as the most common public health 
hazard (cortisone is indeed a powerful thera- 
peutic agent, but one not without traitorous 
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capacities}. The gastroenterologist probably 
would pick chlorpromazine, particularly after 
he has seen a number of patients with jaun- 
dice. The cardiologist might mosi likely be 


concerned about the type and dose of a digi- 
talis product, although at times knowledge of 
the nature of the probable oral diuretic, seda- 
tive, antihypertensive agent or anticoagulative 
drug might be considered a desperate need. 

The varied specific diseases that drugs may 
produce cannot be discussed in any detail: 
reference has already been made to the psy- 
choses related to the use of rauwolfia, the ad- 
renal insufficiency which can follow the use 
of cortisone, and the agranulocytosis which 
can ensue after the use of certain drugs, 
specifically, thiouracil and PRONESTYL® ( pro- 
caine amide). To these diseases should be 
added renal insufficiency or mental disorder 
following the administration of vitamin D 
preparations such as ERTRON®; bleeding fol- 
lowing the use of TROMEXAN®, DICUMAROL®, 
HEDULIN® or warfarin, and the lupus ery- 
thematosus syndrome appearing after the use 
of hydralazine—to mention only a few. In 
this country, ANTABUSE® (disulfiram) appar- 
ently has not had widespread application in 
the control of alcoholism, but here is an in- 
stance in which the physician, if not the pa- 
tient, should know of its ingestion. 

In summary, one of the outstanding prob- 
lems a physician encounters in investigating 
a chronically ill patient is the determination 
of the nature of the drugs that the patient has 
taken and is taking and his reaction to them. 
This task would be greatly facilitated if each 
of the bottles of medicine were labeled with 
the name and the amount of the drug it con- 
tained. Toward the accomplishment of this 
goal—the practice of labeling any drug—this 
brief has been prepared and its author is so 
dedicated. 

HOWARD B. BURCHELL 


Section of Medicine, Mayo Clini: 
Rochester, Minnesota 
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REHABILITATION OF 
THE DISABLED 


En this issue of PostcrapuaTE MEDICINE a 
series of articles begins* on technics used in 
rehabilitation and on the various difficulties 
in which rehabilitation renders such beneficial 
service. In these articles special consideration 
is give: to the use and abuse of such methods 
as massage, rest, heat and ambulation: other 
articles concern the care of patients with heart 
disease, the blind, and those with handicaps 
related to hearing and to speech. Another arti- 
cle deals particularly with the psychologic as- 
pects of physical disability. 

In a review of 50 years of medicine, written 
just before his death, Lord Horder said that 
“the specialist in physical medicine must be a 
clinician first. In his handling of his patient 
he must have the whole man in mind and not 
merely the part of him for which his help is 
particularly required.” 

While rehabilitation is essentially a new de- 
velopment of medical service, having begun 
following World War I, departments devoted 
especially to rehabilitation with emphasis on 
physical medicine now have been established 
in more than 16 medical colleges. The Nation- 
al Society for Crippled Children and Adults 
has surveyed the existing rehabilitation cen- 
ters, which include teaching and research 
centers, centers operated by hospitals and 
medical schools, community centers with beds, 
community outpatient centers, insurance cen- 
ters, and vocational rehabilitation centers. 

Rehabilitation demands the focusing on an 
injured and handicapped person of all of the 
sciences and many of the arts utilized in the 
practice of medicine. This is medical practice 
teamwork of the highest possible efficiency. 
The patient passes through periods of rest, 
remedial exercises, diversional therapy, occu- 
pational therapy, vocational training and re- 
settlement. In this work physicians, physiat- 
rists, nurses, teachers, psychiatrists, educators 
and social service workers cooperate to arouse 
and keep the patient’s interest and to offer 
him possible assets that will aid his becoming 
again an effective member of his community. 


*See page 626. 
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During the process of the development of 
departments and technics in rehabilitation, 
competitive jealousies may arise as to who is 
to be the captain of the team in any center or 
institution. For the good of the patient, indi- 
vidual ambitions and desires of those respon- 
sible for his care should be avoided. The phy- 
sician must learn not only to minister to the 
physical defects of his patient but also to en- 
list the services of all the accessory agencies 
which bear a part of the burden in total 


rehabilitation. 
MORRIS FISHBEIN 


CHEMICAL CARCINOGENS 


Br. J. W. Cook.’ vice chancellor of the Uni- 
versity of Exeter in England, recently reviewed 
the present status of our knowledge of chemi- 
cal carcinogens, a study to which he has de- 
voted more than 25 years. The first experi- 
mental production of cancer was accomplished 
in 1915 by Yamagiwa, who applied coal tar 
to the ears of rabbits. Later Tsutsui produced 
skin tumors in mice by a similar technic which 
since has been used as the standard test for 
carcinogenic action. 

In 1929, Dr. Cook became associated with 
a team at the Cancer Hospital in London, 
which since that time has been concerned with 
the isolation of carcinogenic substances, some 
of which proved to be remarkably competent 
in causing cancer. Mostly, these were new 
compounds belonging to the class of polycyclic 
aromatic hydrocarbons. On the basis of pres- 
ent evidence, Dr. Cook states that it is a fair 
presumption that 3:4-benzpyrene is respon- 
sible for the skin cancer in coal tar workers. 
The Medical Research Council of England still 
is investigating whether or not mineral oils 
have this or similar carcinogenic constituents. 
When applied to the skin of laboratory ani- 
mals, carcinogenic hydrocarbons first caused 
papillomas and then malignant tumors. If these 
compounds are injected subcutaneously. they 
cause sarcomas which can be grafted and 
maintained in successive hosts. 

Irrespective of the route of administration, 
azo dyes, of which the carcinogenic action 
also was reported first by Japanese investiga- 
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tors, produce only tumors of the liver. Dr. 
Cook suggests that this results from conver- 
sion of the dye in the liver to a carcinogenic 
metabolic product which may be an aromatic 
amine. This has been shown to cause bladder 
cancer in dogs and probably is responsible for 
the high incidence of bladder cancer found 
among workers in the dye industry. The evi- 
dence incriminating f§-naphthylamine is so 
strong that the manufacture of this product 
has been abandoned in Great Britain. Because 
azo dyes occasionally have been used as color- 
ing matter for food, a government committee 
in Great Britain has recommended that only a 
restricted list of dyes should be used for such 
purposes. Dr. Cook believes that “we still do 
not know anything of the mechanism by which 
the polycyclic hydrocarbons transform normal 
cells into cancer cells,”’ but the reaction is 
probably a chemical one in which the hydro- 
carbon becomes attached to skin protein. The 
azo dye butter-yellow forms a complex with 
liver proteins. Incidentally, substances known 
as co-carcinogens (for example. croton oil) 
can accelerate the production of a tumor by 
carcinogenic hydrocarbons. 

Dr. Cook is not positively convinced that 
smoking is the cause of the increase in lung 
cancer, although small amounts of polycyclic 
carbons such as 3:4-benzpyrene have been 
found in tobacco smoke. He says the amount 
is exceedingly small and “there is consider- 
able doubt about whether the concentration 
is high enough to produce carcinogenic ac- 
tion.”’ He has criticized the experiment of 
Wynder, who produced malignant tumors of 
the skin in mice by applying tobacco tar, be- 
cause the materials used had been subjected 
to a temperature of combustion far more dras- 
tic than that developed in normal smoking. 
Several groups of the Medical Research Coun- 
cil in Great Britain are working on this sub- 
ject. Satisfactory methods of biologic tests 
have not yet been developed. “The lung tu- 
mors which have been induced in animals with 
chemical carcinogens are usually adenomas, 
and tumors analogous to the bronchocarci- 
noma of man have not so far been induced 
experimentally in animals.” From the view- 
point of preventive medicine, people should 
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avoid large cities and give up smoking; but 
this is not likely to be the right answer to this 
problem of lung cancer. 

In considering cancer of the internal or- 
gans of man, Dr. Cook theorizes that choles- 
terol may be the source of carcinogenic sub- 
stances. Perhaps natural steroids present in 
the body undergo chemical transformation into 
methylcholanthrene, which is a powerful car- 
cinogen. Similarly, sunlight, which is known 
to produce skin cancers, possibly does so by a 
photochemical conversion of some constituent 
of the skin into a chemical carcinogen. Pro- 
vitamin D in the skin, which is converted into 
vitamin D with ultraviolet light, is closely re- 
lated to cholesterol. 

The facts and viewpoints expressed by Dr. 
Cook indicate lines of thought and experimen- 
tation which should be highly productive for 
those working in the field of experimentation 
on the causes and control of cancer. The pres- 
ent trend of thought involves the concept that 
viruses may be responsible for some cancers, 
and that glandular constitution may have great 
significance in determining why one person 
gets cancer when exposed to a certain car- 
cinogen whereas another does not. The syn- 
thesis of the various concepts that now prevail 
may soon give an insight into methods of pre- 
vention and control of cancer far beyond any- 


thing that is now generally accepted. 
MORRIS FISHBEIN 
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MEDICAL RESPONSIBILITIES 
IN USING X-RAYS AND 
OTHER RADIATION 


Owe of the most significant reports to come 
from an international body has been issued 
by the Scientific Committee on the Effects of 
Atomic Radiation, which was established by 
the United Nations General Assembly. This 
report recognizes the extent to which the use 
of radiation has contributed to the detection, 
diagnosis and treatment of disease. It also in- 
dicates the sources of natural radiation com- 
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ing from elements in the air and in radioactive 
cells which are naturally in the body. The 
amount of this natural radiation varies with 
different localities, but it is estimated as de- 
livering between 70,000 and 170,000 rem 
{roentgen equivalent man) per year to the 
gonads. 


Artificial irradiation is derived from vari- 
ous sources, including contamination by ra- 
dioactive wastes from industries, radioactive 
fall-out, and the occupational exposure of phy- 
sicians, radiologists, dentists, nurses, workers 
in the field of atomic energy, miners of urani- 
um or thorium, and industrial users to radia- 
tion or radioisotope generators. In addition, 
the use of x-rays and radio elements in the 
detection, diagnosis, treatment and investiga- 
tion of human disease is a considerable source 
of exposure to radiation. Moreover, television 
receivers, watches with luminous dials, and 
x-ray generators used to fit shoes also emit 
radiation. The greatest danger to the gonads 
arises from diagnostic radiologic procedures. 
The present danger from radioactive fall-out 
is about 1 per cent of the natural gonad ir- 
radiation. The Committee is convinced that it 
would be desirable for doctors, dentists and 
others responsible for the use of ionizing radia- 
tion to have adequate records of its extent. 

The hazards of radiation include genetic 
and somatic effects. Among the somatic effects 
are damage to the tissues and the induction of 
leukemia or other malignant diseases. The 
genetic effects increase with a frequency cor- 
responding to the total amount of radiation 
received by the tissues, and, in the great ma- 
jority of cases, these effects are damaging. 
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Much more needs to be learned about the 
differences between whole and partial radia- 
tion of the body, between a single exposure 
and continuous irradiation, and about the ef- 
fects of different types of radiation. At pres- 
ent. various groups such as the International 
Commission on Radiological Protection are 
making studies to define maximum _ permis- 
sible limits of exposure for the main radia- 
tion hazards. Obviously such persons as roent- 
genologists and the various technicians and 
employees who work with radiation are sub- 
ject to different amounts of exposure over 
varying lengths of time. The available evi- 
dence indicates that such radiation does have 
adverse effects. 

The Committee is interested in obtaining 
suggestions as to how total exposure can be 
reduced and in knowing the amount of reduc- 
tion that might be expected from the various 
methods. Among technics suggested are im- 
provements in the design or shielding of equip- 
ment, better training of workers who use the 
equipment, special shielding of the gonads, 
less use of fluoroscopy as compared with radi- 
ography, avoidance of unnecessary repetition 
of identical examinations of the same person. 
and scientific evaluation of the usefulness of 
radiography in such conditions as peptic ulcer. 

Several states in this country already have 
passed laws which will eliminate the unneces- 
sary and incompetent use of radiography in 
the fitting of shoes. No doubt further protec- 
tive legislation will become available from 
time to time as facts are determined to sup- 
port the actions taken. 


MORRIS FISHBEIN 
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abnormal. hyperventilation svndrome as cause of chest 
pain, 451 

Respiratory system, disease, endemic, 329 

Rest, use and abuse, 626 

Retrolental fibroplasia, A-50 ( Mar.) 

Rheumatic fever, antibody development in, A-56 (Feb.) 

Rheumatism, see also Arthritis; fake remedies (edi- 
torial), 440 
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Tracheotomy, complications, surgical emphysema, 293 

Trafic laws, enforcement, accident prevention and, A-38 
(Jan.) 
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blood in, as early sign of cancer, 361; incontinence, 
4-22 (Feb.): incontinence, nocturnal, A-24 (June); 
incontinence, stress, in women, 58 


VAGINA, inflammation, treatment with hydrocortisone, 
320 

Veins, inflammation, dermatologic complications, 473: 
varicose, treatment, 543 

Virus diseases, respiratory, 329 

Vitamin K, risks of administration to prematures, A-56 
(Feb.) 


Vulva, cancer, 354 


WEIGHT, excessive, see Obesity 
Wens, removal, 125 


XIPHOID. hypersensitive, as cause of chest pain, 452 
X-rays. see Roentgen rays 
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NEW INTRAMUSCULAR IRON PROVIDES 


PRECISION THERAPY, PROMPT RESPONSE 


IMFERON,® the new intramuscular iron-dextran com- 
plex, was introduced to American hematologists at the 
Sixth International Congress of the International 
Society of Hematology held in Boston, August 27 to 
September 1, 1956. Recent experience from over 6 
million injections has shown that this iron preparation 
is easy to administer, notably free from toxic effects, 
quickly absorbed and productive of rapid hemato- 
logic and clinical improvement. It has been termed 
“...the only therapeutically effective iron preparation 
for intramuscular use....”" 


IMFERON meets the need for a safe, effective agent 
when parenteral iron is preferable for patients with 
iron deficiency anemia who are resistant or intolerant 
to oral iron, those with depleted iron reserves and 
those who require rapid restoration of hemoglobin, 
e.g., last trimester of pregnancy. 


Previous parenteral iron preparations were unsatis- 
factory because of toxicity, pain on injection, or 
because they contained insufficient iron. IMFERON 
contains the equivalent of 5 per cent elemental iron. 
It is more stable than iron saccharate both in vitro and 
in vivo and does not precipitate in plasma over a wide 
pH range. It is isotonic with tissue fluids and has a pH 
of 5.2 to 6.0.’ Utilization for hemoglobin formation is 
almost quantitative. 


Precision Therapy with IMFERON: Before treating a 
patient with IMFERON, total iron requirement is calcu- 
lated by formula or determined from a convenient 
dosage chart. Then appropriate amounts of IMFERON 
are injected daily or every other day, until the total 
calculated required amount is given. 


lron Deficiency Anemia of Infancy: IMFERON provides 
a convenient safe means for restoring hemoglobin 
levels and iron reserves in anemic infants. Excellent 
results were obtained by Gaisford and Jennison® with 
IMFERON in 100 iron-deficient infants. From a pretreat- 
ment average of 54.5 per cent, hemoglobin levels rose 
to 87 per cent 10 weeks after the start of therapy. 


References: (1) Brown, E. B., and Moore, C. V., in Tocantins, 
L. M.: Progress in Hematology, New York, Grune & Stratton, Inc., 
1956, vol. I, p. 25. (2) Gaisford, W., and Jennison, R. F.: Brit. M. J. 
2:700 (Sept. 17) 1955. (3) Wallerstein, R. O.: J. Pediat. 49:173, 
1956. (4) Sturgeon, P.: Pediatrics 18:267, 1956. (5) Jennison, R. F., 
and Ellis, H. R.: Lancet 2:1245 (Dec. 18) 1954. (6) Scott, J. M., and 
Govan, A. D. T.: Brit. M. J. 2:1257 (Nov. 27) 1954. (7) Grunberg, 
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Clinical improvement paralleled this response. 
Premature infants and surgical cases were similarly 
benefited. IMFERON gave “...all the advantages of 
transfusion or intravenous therapy without the dis- 
advantages.” There were no side effects in any of the 
infants treated. Wallerstein’ confirmed these results, 
furnishing evidence that IMFERON is well absorbed 
and appears in the bone marrow 12 to 24 hours after 
injection. Results are equal to those with intravenous 
saccharated iron oxide without the unpleasant side 
effects. Sturgeon’ showed that the first year’s iron 
requirements in infancy can be supplied with three 
injections of IMFERON. 


Iron Deficiency Anemia of Pregnancy: Nausea pre- 
cludes oral iron therapy in many anemic pregnant 
women. In those with severe anemia who are first 
seen late in pregnancy, prompt hemoglobin regenera- 
tion is unobtainable with oral iron. IMFERON pro- 
duced prompt hemoglobin responses in anemia of 
pregnancy,” the results being similar to those 
obtained with intravenous saccharated iron oxide. 
Side effects were virtually absent with IMFERON.”” 


Resistant Hypochromic Anemia: Patients who do not 
respond to oral iron, those who cannot take oral iron 
and those with gastrointestinal pathology respond well 
to injections of IMFERON.’"" While oral iron is of little 
value in treating the anemia of rheumatoid arthritis, 
IMFERON is “...as beneficial as intravenous iron.and 
easier to administer.” 


Present Studies: Published reports and recent findings 
of clinical investigators confirm the effectiveness and 
safety of IMFERON for hemoglobin regeneration and 
creation of iron stores. More than 70 studies are now 
being completed in the United States. Reports stress 
prompt hemoglobin response, ease of administration 
and freedom from side effects. Clinicians desiring addi- 
tional information should request Brochure No. NDA 
17, IMFERON, Lakeside Laboratories, Inc., Milwaukee 
1, Wisconsin. 


A., and Blair, J. L.: A.M.A. Arch. Int. Med. 96:731, 1955. (8) Mil- 
lard, J. B., and Barber, H. S.: Ann. Rheumat. Dis. 15:51, 1956. 
(9) Baird, I. M., and Podmore, D. A.: Lancet 2:942 (Nov. 6) 1954. 
(10) Cappell, D. F.; Hutchinson, H. E.; Hendry, E. B., and Conway, 
H.: Brit. M. J. 2:1255 (Nov. 27) 1954. (11) Stevens, A. R.: A.M.A. 
Arch. Int. Med. 96:550, 1956. 


IMFERON® 1S DISTRIBUTED BY LAKESIDE LABORATORIES, INC UNDER LICENSE FROM 
BENGER LABORATORIES, LTD. AVAILABLE IN 2-CC. AND S-CC. AMPULS THROUGH YOUR 
REGULAR SUPPLIERS. 











IN THE FULL RANGE OF AGITATED MENTAL 





AND EMOTIONAL DISTURBANCES FROM SEVERE 
PSYCHOSES TO ANXIETY AND TENSION STATES, 
age-old methods of merely sedating the anxious or of 
managing hospitalized patients by heavy sedation or physical 
restraints have been largely supplanted by the older tranquilizers. 
Certain of the latter agents in turn are due to be superseded by 
TRILAFON, a new all-purpose tranquilizing agent which offers 
greater potency combined with increased flexibility and an adequate 


margin of safety in the recommended dosage ranges. 
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with markedly enhanced potency 


‘frilaton 


(pronounced Tril’-a-fon) perphenazine 
equally valuable in all degrees of psychic 
disorder responsive to tranquilizing therapy 
RE AGITATED HOSPITALIZED PSYCHOTICS 


AMBULATORY PSYCHONEUROTICS 


ANXIETY AND TENSION STATES 


ysical 
s. e potency increased 5-fold over chlorpromazine 
| e uniquely high therapeutic index—10 times higher 
than chlorpromazine in animal studies 
late e jaundice notably infrequent in studies to date 


e significant hypotension virtually absent 

e no agranulocytosis reported 

e skin photosensitivity neither observed nor elicited experimentally 
e nasal congestion uncommon 


e mild insomnia and motor restlessness infrequent 





unexcelled also as a potent antiemetic 


Dosage: For specific information consult Schering literature. 
Packaging: TRILAFON Tablets: 2, 4, and 8 mg., bottles of 50 and 500; 


16 mg. (for hospital use), bottle of 500. ae (uli 
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(Iproniazid) ‘Roche’ 


Marsilid ‘Roche’ is a psychic energizer—the very opposite of a tranquilizer. 
It is useful not only for mild and severe depression but for stimulation of 


appetite and weight gain, and in chronic debilitating disorders. 


What is Marsilid? 
- 


ed 


Marsilid (iproniazid) is an amine oxidase inhibitor which affects 


the metabolism of serotonin, epinephrine, norepinephrine and other amines. 


How does Marsilid act? 


Marsilid has a normal eudaemonic* rather than an abnormal ev- 
phoric effect; it promotes a feeling of well-being and increased vitality; it 
restores depleted energy and stimulates appetite and weight gain in chronic 


debilitating disorders. 


How soon is the effect of Marsilid apparent? 


A == Marsilid is a slow-acting drug. In mild depression it usually takes 
effect within a week or two; in severe psychotics, results may be apparent only 


after a month or more. 


What are the indications for Marsilid? 


tag on 
& % Rea 
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Mild depression in ambulatory, non-psychotic patients; psychoses 
associated with severe depression or regression; stimulation of appetite and 


weight gain in debilitated patients; chronic debilitating disorders; stimulation 


*Eudaemonia is a feeling of well-being or happiness; in Aristotle’s use, felicity resulting 
from life of activity in accordance with reason. 
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a psychic energizer 


(the opposite of a tranquilizer) 


of wound healing in draining sinuses (both tuberculous and non-tuberculous); 
adjunctive therapy in rheumatoid arthritis when associated with depressed 
psychomotor activity (Marsilid stimulates physical and mental activity, appetite 


and weight gain without objective joint changes). 


What is the dosage of Marsilid? 


f a) = Thedaily dose of Marsilid should not exceed 150 mg (50 mg t.i.d.). 
In patients who are not hospitalized, the dosage should be reduced after 
the first 8 weeks to an average of 50 mg daily or less, for Marsilid is a 
cumulative drug. Like al! potent drugs, Marsilid requires careful indi- 


vidual dosage adjustment. 


What are the potential side effects of Marsilid? 


A. Side effects due to Marsilid are reversible upon reduction of dos- 
age or cessation of therapy. It may cause constipation, hyperreflexia, pares- 
thesias, dizziness, postural hypotension, sweating, dryness of mouth, delay in 


starting micturition, and impotence. 


When is Marsilid contraindicated? 


yx m Marsilid is contraindicated in Overactive, overstimulated or agitated 
patients. Marsilid therapy should be discontinued two days before the use of 
ether anesthesia. It should not be given together with cocaine or meperidine. 
In patients with impaired kidney function, Marsilid should be used cautiously 


to prevent accumulation. Marsilid is not recommended in epileptic patients. 


How is Marsilid supplied? 








aN mu © Marsilid is supplied in scored 50-mg, 25-mg and 10-mg tablets. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate (1-isonicotinyl-2-isopropylhydrazine phosphate) 


HOFFMANN-LA ROCHE INC e NUTLEY 10 ¢ NEW JERSEY 


A-75 








® ALBUTEST 


PURPOSE: Detects proteinuria. 

DESCRIPTION: The presence of protein is indicated 
by a color change on the surface of the tablet to 
which a drop of urine has been added. The in- 
tensity of the color is in proportion to the amount 
of the protein present. Normal urine does not 
cause a color change. Color photographs are sup- 
plied with the tablets as a guide to reading results. 
HOW stPPLIED: Bottles of 100 and 500. 
propucer: Ames Company, Inc., Elkhart, Ind. 


© ASCRIPTIN® WITH CODEINE 


puRPOSE: Relief of severe pain. 

COMPOSITION: Each capsule contains 15 mg. co- 
deine phosphate, 0.3 gm. acetylsalicylic acid and 
0.15 gm. MAALOX®-Rorer (magnesium aluminum 
hydroxide). 

DESCRIPTION: Pain relief is quicker and more pro- 
longed; gastric irritation rarely occurs. 

DOSAGE AND ADMINISTRATION: 1 or 2 capsules. 
HOW SUPPLIED: Bottles of 50. 

propucer: William H. Rorer, Inc., Philadelphia. 


® AMPULE 


PURPOSE: Preservation of injectable solutions. 
DESCRIPTION: The glass surface layer is specially 
treated to produce inertness so that sensitive drugs 
should have a longer life when contained in these 
ampules. Tests reveal only one-fifth of the pH 
increase in untreated ampules, confirming that 
alkali and other contaminants released from the 
glass surface have been reduced. 

PRODUCER: Kimble Glass Company, subsidiary of 
Owens Glass Company, Toledo. 
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for your . 
armamentarium 





Information published in this departient 
is supplied by the manufacturers of the 
products described. 





® PORTABLE HIGH-SPEED AUTOCLAVE 
(Model 613-R) 


DESCRIPTION: This model is constructed of stain- 
less steel with a cylindrical chamber holding three 
6 by 13 in. trays. The instrument operates at tem- 
perature ranges of 250° to 270° F. for selected 
and automatically timed sterilizing periods. Other 
features include a safety-lock door designed to 
prevent opening the sterilizer while there is pres- 
sure in the chamber, and an automatic switch 
which turns the current off if the water is ex- 
hausted. A single, manually operated valve re- 
leases a measured amount of water into the cham- 
ber at the beginning of the sterilizing cycle and 
returns steam condensate and residual water to 
the storage reservoir at the end of the cycle. This 
results in exceptional drying of instruments and 
supplies. The autoelave uses any 115 V AC cir- 
cuit and requires no plumbing connections. 

PRODUCER: American Sterilizer Company, Erie, Pa. 

(Continued on page A-78) 
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Relieves postpartum retention aseptically 


URECHOLINE. 


CHLORIDE 


BETHANECHOL 
























CHLORIDE 


URECHOLINE offers worthwhile therapeutic and 
psychologic advantages in managing urinary re- 
tention. In one study’, prophylactic administration 
of URECHOLINE Tablets to 129 postpartum pa- 
tients reduced the incidence of urinary retention 
80 per cent. The dose was 15 to 30 mg. orally, 
commencing on the patient's return to her room 
after delivery, and repeated every four to six hours 
forthe first twenty-four hours. This regimen usually 
eliminates the necessity for exposing the patien 
to the discomfort and risk of infection inherent in 
catheterization. 





Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 1-cc. ampuls, each containing 5 mg ot 
URECHOLINE Chloride 


Reference: 1. Fleming, A. R., Am. J. Obst. & Gynec., 64:134, July 1952. 


URECHOLINE IS A TRADEMARK OF MERCK @& CO., INC. 


wr 
MERCK SHARP & DOHME 


DIVISION OF MERCK &CO, 








InNc., PHILADELPHIA 1, 
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New for Your 





® AUTOMATIC-CYCLING ATTACHMENT 


DESCRIPTION: Standard Bennett units can be 
adapted to a combination Intermittent Positive 
Pressure Breathing Therapy unit and emergency 
resuscitator by attaching the Automatic-Cycling 
instrument to either the Bennett TV-2P or PV-3P 
model. It can provide automatic respiration or 
reduce patient effort in postoperative recovery, 
respiratory paralysis and other emergency situa- 
tions. Use of the automatic-cycling feature is op- 
tional without removal of the attachment. The 
attachment may be disengaged without removal. 
propucer: V. Ray Bennett & Associates, Inc., Los 
Angeles. 


® DAINITE®-KI 


PURPOSE: Antiasthmatic. 

COMPOSITION: These tablets are a combination of 
coated potassium iodide, uncoated aminophylline 
and patented protective factors. 

DESCRIPTION: The uncoated aminophylline gives 
greater protection against asthmatic attacks, and 
the coated potassium iodide and patented protec- 
tive factors guard against gastric irritation. 

HOW SUPPLIED: Bottles of 50, 500 and 1000. 
PRODUCER: Irwin, Neisler & Co., Decatur, II]. 


© KALON AND PROFEX JAR SETS 


DESCRIPTION: Kalon jars are of hand-blown glass, 
with stainless steel covers, and green and _plati- 
num labels permanently fired into the glass. They 
are 7 in. high and 4 in. wide. The Profex jars are 
machine-made of rugged glass, the covers are ano- 
dized aluminum in a brass tone, and the blue 
labels are fired into the glass. The jars are 7 in. 
high and 414 in. wide. Both styles are labeled for 
gauze, tongue depressors, bandages, cotton and 
applicators. 

HOW SUPPLIED: Sets of five, with or without the 
matching stainless steel rack, or individually. 
PRODUCER: Professional Specialties, Inc., St. Louis. 
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® TIMED TRIDEX® JUNIOR CAPSULES 


PURPOSE: Control of appetite. 

COMPOSITION: Each capsule contains 7.5 mg. dex- 
tro-amphetamine hydrochloride. Timed aMopEx® 
Junior capsules are also available with 7.5 mg. 
dextro-amphetamine hydrochloride and 30 mg. 
amobarbital. 

DESCRIPTION: The uniform action provides ano- 
rexigenic activity at a sustained high level all day, 
due to the continuous disintegration. The Timed 
Amodex capsules relieve also the nervous symp- 
toms of anxiety and the underlying depression. 
CAUTION: May be habit-forming. 

DOSAGE AND ADMINISTRATION: One capsule daily, 
on arising or at breakfast. 

HOW sUPPLIED: Bottles of 100 and 1000. 
PRODUCER: Testagar & Co., Inc., Detroit. 





® TALK-A-PHONE WIRELESS 
INTERCOM SYSTEM 
(Model LCM-8806) 


DESCRIPTION: The new model features a six station 
selective wireless staff and selective paging with 
reply. The wireless staffs are designed to oper- 
ate in combinatien with the Talk-A-Phone selec- 
tive wireless masters, and can be used separately 
as well as in groups of two or more stations to 
provide individual wireless systems. The wireless 
staffs operating on a given channel will not inter- 
fere with another similar system operating on an- 
other channel. When using wireless staff stations 
for paging purposes, as many as required may be 
used and grouped to channels desired. Calls placed 
by masters to paging channels will be received 
simultaneously at all wireless staffs operating on 
the channel called. The new model offers selec- 
tive communication, conference calls, paging and 
the exclusive Sonic Gate circuit. This circuit ef- 
fectively suppresses line noises and hum while the 
system is in operation as well as when in stand-by 
position. The system is adaptable for additional 
units, starting with two, and is desirable for in- 
stant or temporary installation, providing a com- 
plete system without preparatory installation work, 
since the units plug into the conventional outlet. 
PRODUCER: Talk-A-Phone Co., Chicago. 
(Continued on page A-80) 
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STERANE® may not help him flush a covey, improve his aim or 
even help him bag a sitting duck... but STERANE can help steady 
your rheumatoid patient’s hand and improve his position in 
almost any activity or profession by reducing joint pain, swell- 
ing and immobility. Provides prednisolone, the most active sys- 
temic corticoid, as white, scored 5 mg. tablets (bottles of 20 and 
100) and pink, scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 





June 1957 





Ne w for Your 





@ MULTIFIT® LUER-LOK 
. CONTROL SYRINGE 


DESCRIPTION: The instrument has interchangeable 
metal parts that fit any 10 cc. Multifit syringe and 
convert it to a “control” syringe. It also has inter- 
changeable glass barrels and plungers. By avoid- 
ing delay in matching serial numbers, repairs can 
be made with greater ease and speed. 

HOW SUPPLIED: In 10 cc. size and packaged as a 
complete unit. 

propucER: Becton, Dickinson and Company, Ruth- 
erford, N. J. 





® SURGICAL INSTRUMENT-MILK 


PURPOSE: Care of surgical instruments. 
DESCRIPTION: This new product without bacteria- 
harboring oils lubricates fine surgical instruments, 
protects them from rust, and keeps box locks free. 
The simple process is quick and clean and com- 
pletely without stickiness. After instruments are 
cleaned in the regular manner, they are dipped in 
a bath made from the milky white concentrate 
and permitted to drain for a few moments. The 
protected instruments then are ready to be placed 
in the autoclave. 

PRODUCER: Snowden-Pencer Corporation, Los 
Gatos, Calif. 


® HYPAQUE®-M, 90% 


PURPOSE: Roentgenographic contrast agent for use 
in angiocardiography. 

COMPOSITION: The compound is a solution of 
sodium salt and n-methylglucamine salt of 3,5-dia- 
cetamido-2,4,6-tri-iosobenzoic acid. 

INDICATIONS FOR USE: Diagnostic studies of con- 
genital and acquired cardiac defects and neoplas- 
tic and infectious diseases of the chest. May also 
be used for both peripheral arteriography and 
venography. 

HOW suppPLiED: Vials of 50 cc.; each vial contains 
45 gm. of the medium. 

propUCER: Winthrop Laboratories, New York. 
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® P-I-N AND P-I-N FORTE TABLETS 


PURPOSE: Antituberculosis therapy. 

composition: Each P-I-N tablet contains 50 mg. 
isoniazid and 1 mg. pyridoxine hydrochloride; each 
P-I-N Forte tablet contains 100 mg. isoniazid and 
5 mg. pyridoxine hydrochloride. 

DESCRIPTION: Pyridoxine aids in preventing vita- 
min Bs deficiencies which frequently occur dur- 
ing isoniazid therapy, and which may produce 
symptoms of peripheral neuritis. 

DOSAGE AND ADMINISTRATION: P-I-N tablets, 2 to 4 
or more mg. isoniazid per kilogram of body weight, 
divided into three or four doses a day. P-I-N Forte 
tablets are used where higher dosages are required. 
HOW sUPPLIED: Bottles of 100, 1000, 5000 and 
bulk quantities for institutions. 

pRoDUCER: Lannett Company, Inc., Philadelphia. 


® PENTRYATE 


PURPOSE: Prevention of angina pectoris. 
COMPOSITION: Each tablet contains 10 mg. penta- 
erythritol tetranitrate. Tablets are also available 
with 15 mg. phenobarbital. 

DESCRIPTION: The tablets reduce the number and 
severity of attacks, improve abnormal EKG find- 
ings, increase exercise tolerance and lower nitro- 
glycerin dependence. Designed for prophylaxis, 
they are not for relief of an acute attack. Prophy- 
lactic action begins 114 hours after the first dose 
and lasts four to five hours. Maximum protection 
is achieved in 24 to 48 hours. Two weeks should 
be allowed before results are evaluated. 
caution: Use with care in patients with glau- 
coma. Tablets with phenobarbital may be habit- 
forming. 

DOSAGE AND ADMINISTRATION: 10 to 20 mg. four 
times daily, before meals and at bedtime. 

HOW SUPPLIED: Bottles of 100 and 1000. 
propuceR: Testagar & Co., Inc., Detroit. 


© DORBANTYL® SUSPENSION 


PURPOSE: Liquid evacuant. 

COMPOSITION: A combination of dioctyl sodium 

sulfosuccinate and porBaNE® (1,8-dihydroxyan- 

thraquinone). 

INDICATIONS FOR USE: Acute or chronic constipa- 

tion, whether organic or functional, or where a 

liquid evacuant is preferable to capsule medica- 

tion such as in pediatric or geriatric patients. It 

is equally effective after surgery and in obstetric 

and gynecologic cases. 

DOSAGE AND ADMINISTRATION: Adults, 2 teaspoon- 

fuls at bedtime; children 3 to 12, 1 or 2 teaspoon- 

fuls. The dose may be repeated if necessary and 

increased or decreased to meet individual needs. 

HOW supPLiED: In 150 cc. bottles. 

propucerR: Schenley Laboratories, Inc., New York. 
(Continued on page A-82) 
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In Angina Pectoris 
More 


Comprehensive 


Action 
Pentoxylon 


he patient with angina pectoris requires the compre- 


















hensive approach provided by the several actions of 


Pentoxylon. Each tablet combines the valuable tranquil- 





izing, fear-relieving, bradycrotic, and nonsoporific sedative 
actions of Rauwiloid® (alseroxylon, 0.5 mg.), with the /ong-lasting 
coronary vasodilating effect of pentaerythritol tetranitrate (PETN, 10 mg.). 
Reduces incidence and severity of attacks 

Increases exercise tolerance 

Reduces tachycardia 

Reduces anxiety, allays apprehension 

Reduces nitroglycerin need 


Lowers blood pressure only in hypertensives 


Produces demonstrable ECG improvement 


Dosage: one to two tablets q.i.d., before meals and on retiring 








P.S. to stop the acute attack faster 
Medihaler-Nitro™, the new self-propelled, meas- 
ured-dose inhalation method delivers 1° octyl 

nitrite for instantaneous relief of acute anginal pain. 
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® BAHNSON AORTIC CLAMP 


PURPOSE: Cardiac surgical instrument. 
DESCRIPTION: This instrument (B) was designed 
for Henry T. Bahnson, M.D., The Johns Hopkins 
Hospital, Baltimore. It has atRAvGRIP® jaws which 
occlude the longitudinal portion of the aorta with 
firm and even pressure for excision and suture. 
The curved blade is 15 em. long and the total 
length of the instrument is 27 cm. 

propUCER: George P. Pilling & Son Company, 
Philadelphia. 


® No. 500 OZIUM® 


puRPOSE: Air purifier-deodorizer. 

composition: A well-balanced formula of propy- 
lene and triethylene glycols and other chemicals. 
DESCRIPTION: When released from pressurized dis- 
penser, the mistlike spray rids the air of objec- 
tionable odors, and reduces air-borne bacteria. 
Each compact, personal-size dispenser is equip- 
ped with a patented metering valve which de- 
livers 500 predetermined, measured sprays. 
PRODUCER: Woodlets, Inc., Buffalo, N.Y. 


{rmamentarium 


CRYSTALAB IONIMETER 
(Model CT-21) 


PURPOSE: Determines ionic purity of water. 
DESCRIPTION: The unit comes equipped with a 
D’Arsonval meter with direct-reading dial gradu- 
ated 0 to 50 in parts per million as sodium chlo- 
ride. This scale range converted into electric re- 
sistance is 5,000,000 to 0 o. The device provides 
a quick and economical method of determining 
the quality of water needed for exacting usage. 
\nother of its important functions is to serve as 
a companion test unit for the Deemajet (model 
DJ-128), a portable, high-capacity demineralizer 
which connects directly to the faucet and _pro- 
vides deionized water at a flow rate up to 2 gal. 
per minute. Economically operated by water pres- 
sure, this unit assures greater consistency and 
fullest utilization of resins. 

PRODUCER: Crystal Research Laboratories, Inc., 
Hartford, Conn. 


® VICAN PASTILLES 


PURPOSE: Vitamin supplement. 

coMpositron: Each pastille contains: 
Ascorbic acid U.s.P. 33 mg. 
Vitamin Be 0.1 mg. 
Intrinsic factor with Bi, 

U.S.P. 1/64 U.s.P. unit 
Vitamin A acetate 2500 units 
Vitamin D (calciferol) 250 U.s.P. units 
Thiamine hydrochloride 0.1 mg. 
Vitamin By, U.s.P. 

(cyanocobalamin ) 3 ug. 

DOSAGE AND ADMINISTRATION: Children, 1 or 2 

daily; adults, 1 or 2 three times daily. 

HOW SUPPLIED: Bottles of 100. 

propucer: Testagar & Co., Inc., Detroit. 
(Continued on page A-84) 
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for the ones who need 
.supplementary minerals 
as well as vitamins 


i" ABDOL with 
MINERALS 
or CHILDREN 


An entirely new preparation—designed 
especially for growing youngsters—ABDOL 
WITH MINERALS FOR CHILDREN 
“provides 10 important vitamins plus 10 
additional mineral components. This un- 
usually comprehensive nutritional suppie- 


ment is available in economical capsule 
form. 


Each capsule represents: 
VITAMINS 


TOOMERR Ss. es «ft OM mg) 2000 units 
ODD wh as) lw «le +. (25 meg.) 1000 units 
Vitamin C (ascorbic acid) tw. -§ mg. 
Vitamin B, mononitrate (thiamine mononitrate) . 1 mg. 
Vitamin B, (riboflavin) . i ‘ — : 2 mg. 
Vitamin B, (pyridoxine hydrochloride) . . . 0.5 mg. 
Vitamin B,, crystalline (cyanocobalamin) . . 1.5 mcg. 
Nicotinamide (niacinamide) pg ae? » Se 
Calcium pantothenate . . . . . . . 2.5 mg. 
NM wo eg ey 0.1 mg. 
MINERALS 
*Iron a i 
"COpN 4 ee i ,.. . eye =. 2S « 2S (0.25 meg, 
*Zinc 8 OR ee eo 
ee Eg i, re o 
*Calcium eo i a 
ie 17.8 mg. 
0.05 mg. 
fl ee he 0.3 mg. 
WAM "lk ee ee «(0.085 meg. 
RS ew ww 2.5 mg. 


upplied as iriorganic salts. 


Available in bottles of 100 capsules. 


PARKE, DAVIS & COMPANY 


DETROIT 32, MICHIGAN 
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© CLYSEROL DISPOSABLE OIL 
RETENTION ENEMA 


DESCRIPTION: The enema, a U.s.P. mineral oil solu- 
tion, is packaged in a disposable, flexible plastic 
container, complete with applicator stem. A 5 in. 
insert of soft, pliable plastic with rounded tip is 
furnished with each package. An enema can be 
given in three to five minutes with this unit and 
messy cleanup is eliminated. 

PRODUCER: Clyserol Laboratories, Inc., Oklahoma 
City. 





® PORTABLE IMMERSION HEATER 


DESCRIPTION: Compact electric element for direct 
heating of liquids in cup or glass. It is equipped 
with a heat-resistant handle and a 30 in. cord, 
and comes in a plastic travel case. The heater is 
shockproof and safe for glass. It can be used for 
sterilizing, hot dressings, laboratory tests and pre- 
paring hot drinks. 

PRODUCER: Distributed by Harvey J. Engelsher, 
Brooklyn. 
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BORDEN’S PRESCRIPTION PRODUCTS DIVISION 
350 MADISON AVENUE, NEW YORK 17 


Clinicians suggest simple 


procedures for recognizing 
and tr eating milk a allergy 
in infants 


Analyzing case reports of 
383 infants with proved food allergy, 
Moore! finds eczema and colic the most 
frequent symptoms, with diarrhea, 
excessive vomiting. asthma, rhinitis, and 
constipation progressively less common. 
Clein? also finds these symptoms, and 
reports in addition a generalized hyper- 
irritability —“unhappy all the time.” 
Symptoms often are concurrent. 


Fir simple, rapid diagnosis, 
Clein suggests replacement of cow's milk 
with MULL-SOY® for 24 to 48 hours.2 
Moore also prefers the elimination-diet 
technic to skin testing.! Clein has re- 
ported that milk-sensitive babies whose 
milk formula had been ° “juggled repeat- 
edly” without success usually improved 
dramatically within two days when 
switched to MULL-SOY. Continuation 
of MULL-SOY feeding then keeps the 
baby symptom-free and well nourished. 


| n summary: 


1. Physicians should think of cow’s milk 
as an etiologic factor in eczemas, g. i- 
upsets, and upper respiratory disturb- 
ances of infancy. 
2. For diagnosis, replace cow’s milk 
with MULL-SOY. 


3. When symptoms recede, continue 
MULL-SOY for effective therapy and 


nutrition. 
 @) Bordens 


1. Moore, I. H.: Journal-Lancet 74:80, 1954, 2. Clein, 
N. W.: Pediat. Clin. North America, Philadelphia, 
W. B. Saunders Company, Nov., 1954, p- 949. 3. Clein 
N. W.: Ann. Allergy 9:195, 1951 
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COW’S MILK ALLERGY IN INFANTS 








RECOGNIZABLE ‘eczema e 


asthma ® persistent rhinitis © hyper- 
irritability ¢ colic ¢ diarrhea * vomiting 
(pylorospasm) ® cough ® nasal stuffiness 
all these symptoms have been traced to 


cow's milk allergy TREATABLE 


idm NULL-SOY 


several investigators report that substitution of 
MULL-SOY for cow’s milk usually results in prompt 
and often dramatic remission of symptoms when cow’s 
milk is the offender. 










MULL-SOY... pioneer hypoallergenic alterna- 
tive to cow’s milk...now even better in palat- 
ability, lighter color, freedom from loose stools, 
in promoting normal growth and development. 
Easily digested and assimilated, free of added po- 
tential allergens, high in unsaturated fatty acids. 








acentury 
of infa 
nutrition / 


MULL-SOY * BREMIL ¢ DRYCO @® BETA LACTOSE e KLIM 


products of BORDEN’S PRESCRIPTION PRODUCTS DIVISION, 350 Madison Ave., New York 17 
*A comprehensive bibliography on cow's milk allergy is available to interested physicians. 
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JUST AS A REMINDER 


SENT. proaucld lo remember)! 


é IN ACUTE OTITIS MEDIA 
AURALGAN ‘piano 
, AND DECONGESTANT 
ANTIBIOTICS 


BROAD-SPECTRUM 
0-] 0S-MO0-SAN THERAPY WITHOUT 


SAFE! 
RHINALGAN “NOT JUST ANOTHER 


DECONGESTANT” 


THROAT INVOLVEMENTS 


Yy FOR INFECTIOUS 
LAR LGAN AND NON-INFECTIOUS 


D (@) HO CHEMICAL CORP., 100 VARICK ST., NEW YORK 13, N.Y 
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Every woman who suffers from 





estrogen deficiency deserves 
“PREMARIN” 


Declining ovarian function often presents a diagnostic challenge because the classic symptoms 
— such as hot flushes — may be absent. Furthermore, the patient's age is not always a valid guide 
to diagnosis, and the clinical picture does not invariably reflect the same symptomatic pattern. 


Three types of patients illustrate some of the pitfalls in diagnosis: (a) the patient who, as early 
as her mid-thirties, suffers from a variety of ill-defined symptoms such as insomnia and headache 
— yet does not complain of menstrual irregularity; (b) the patient of menopausal age who does 
not experience hot flushes or menstrual irregularity, but complains of arthralgia and nervous 
fatigue;' (c) the patient who develops a full-blown estrogen deficiency syndrome — complete 
with hot flushes — ten or even twenty years after an uneventful menopause.?* 


The time of onset of estrogen deficiency symptoms cannot always be foreseen and the symptoms 
themselves are often unpredictable and disguised.‘ The reason for the infinite variety of symp- 
toms is not hard to find: estrogen is “. . . one of the most important metabolic regulators of the 
organism ...° affecting all the tissues of the body.® 


These women deserve “Premarin.” As Hamblen’ points out, “. . . estrogens afford specific treat- 
ment and should not be denied the patient.” Estrogen therapy with “Premarin” promptly relieves 
distressing symptoms of the menopause and the pre- and postmenopausal syndrome; a gratifying 
“sense of well-being” is an added benefit with “Premarin” therapy.’ As soon as symptoms are 
under control, the initial dosage of “Premarin” may be gradually reduced to a level of replace- 
ment therapy adequate to maintain the patient. According to Carter and Shorr,’ estrogen therapy 
should be prescribed in amounts which achieve maximal well-being. 


“Premarin” contains all the naturally occurring components of the equine estrogen-complex, 
meticulously preserved in the form of water-soluble conjugates which are notablv safe and effec- 
tive and are capable of participating in intrinsic metabolism. Fifteen years of clinical acceptance 
by thousands of physicians account for the ever-increasing use of “Premarin” in estrogen re- 
placement therapy. 


















yp 














A “sense of well-being” is an 
added and particular advantage 
of therapy—lIt tends to promote a 


brighter mental outlook 


“Premarin” promptly relieves distressing menopausal symptoms and imparts a gratifying 
“sense of well-being.” The initial daily dosage is 1.25 mg. After four or five days, if the 
response is insufficient, the dosage is increased to 2.5 and up to 3.75 mg. daily, in 
divided doses. When symptoms are under control, the dosage may be gradually reduced 
to a maintenance level of 0.625 mg. daily or less. Cyclic therapy in approximately 21 


day courses with rest periods of five to seven days is recommended. 


“Premarin” presents the complete equine estrogen-complex. Has no odor — imparts 


no odor. 


Supplied: Purple tablets 2.5 mg. (20’s, 100’s and 1,000’s), yellow tablets 1.25 mg. 
(100’s and 1,000’s), red tablets 0.625 mg. (100’s and 1,000’s), green tablets 0.3 mg. 
(100’s and 1,000’s), Liquid 0.625 mg. per 4 cc. (tsp.) in 120 cc. (4 fl. oz.) bottles. 


66 a 79 
oe re mM a rl Nn ® Conjugated estrogens (equine) 


in the menopause and 


pre- and postmenopausal syndrome 


Ayerst LABORATORIES * New York, N. Y. * Montreal, Canada 5720 


Brstiocrapny: 1. Werner, A.: Acta endocrinol. 13:87 (May) 1953. ¢ 2. Forkner, C. E.: Practitioners’ 
Conferences, New York, Appleton-Century-Crofts, Inc., 1955, vol. 2, chap. 3, p. 69. © 3. Starr, P.: J. 
Chronic Dis. 4:321 (Sept.) 1956. ¢ 4. Malleson, J.: Lancet 2:158 (July 25) 1953. ¢ 5. Goldzieher, M. A., 
and Goldzieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, 
Inc., 1953, chap. 2, p. 25. © 6. Smith, G. Van S., in Williams, R. H.: Textbook of Endocrinology, Phila- 
delphia, W. B. Saunders Company, 1950, chap. 6, p. 352. * 7. Hamblen, E. C., in Stieglitz, E. J.: Geriatric 
Medicine, ed. 2, Philadelphia, W. B. Saunders Company, 1949, chap. 41, p. 672. * 8. Glass, S. J., and 
Rosenblum, G.: J. Clin. Endocrinol. 3:95 (Feb.) 1943. ¢ 9. Carter, A. C., and Shorr, E., in Cecil, R. L., 
and Loeb, R. F.: Textbook of Medicine, ed. 9, Philadelphia, W. B. Saunders Company, 1955, p. 827. 











Products by Therapy Indications 





PHARMACEUTICALS Antiasthmatics 
E : Alevaire—Winthrop A-4 
Analgesics and Narcotics Dainite-Ki—Irwin, Neisler A-78 
Ascriptin with Codeine—Rorer A-76 Tedral—Warner-Chilcott A-55: 
My-B-Den—Ames A-88 
Percodan—Endo A-143 a fg 
Persistin—Sherman A-32 Antibiotics 
Achromycin V—Lederle A-66-67 
. : Aureomycin—Lederle A-96-97 
Anesthetics, Topical Chloromycetin—Parke, Davis A-56-57 
Tronothane—Abbott A-149 Pen-Vee—Wyeth A-163 
Sigmamycin—Pfizer A-10 
Sumycin—Squibb A-120-121 
Antacids and Intestinal Adsorbents Tetrex—Bristol A-106-107 
Maalox—Rorer ... A-92 
Anticholinergics 
Antiallergics Milpath— Wallace A-21 
Anergex—Mulford Colloid A-2 
Novahistine—Pitman-Moore A-99 Anticonvulsants 
Pyribenzamine Lontabs—Ciba A-7 Peganone—Abbott A-30-31 
Antiarthritics Antidiarrheals 
Meprolone—Merck Sharp & Dohme A-100-101 — a ” ae a 
1 age ee A128 ‘remomycin—Merck Sharp & Dohme Second Cover 
Pabalate-HC—Robins A-129 
Pabalate-Sodium Free—Robins A-128 Antiemetics 
Pabirin—Smith-Dorsey A-124-125 D : Searl Al 
Pabirin AC—Smith-Dorsey A-124-125 eae rere a 
Sterane—Pfizer ... A-79 (Continued on page A-89) 










before 
or after 
they put their 
foot in it... 


ZIRADRYL 


Benadryl® Hydrochloride with Zirconium 

+ neutralizes toxins of poison ivy and of poison oak 
- controls allergic process 

- relieves itching 







CAnw 
. 
ZIRADRYL Cream is supplied in 1-ounce tubes. vad “* 
ZIRADRYL Lotion is supplied in 6-ounce bottles. ‘cana ; = 


PARKE, DAVIS & COMPANY © DETROIT 32, MICHIGAN 
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in acute 
—ohelecsvaneyiel 
ursitiS 


Pain is relieved, function returns, swelline subsides 


and tenderness disappears.’ Usually, relief is mani- 


fest in one or two days and complete within a week. 


ss & Us ge 
ee ; 
rile ‘ 7 < 
se vee 


systemic muscle adenylic acid therapy 


Pale Mb be elebuesebicmer-Nicibelcme)bbu-phnt- eam 


An average of 9 injections of My-B-DEN produced 
subjective and objective improvement in 31 of 36 
patients, the majority of whom had not previously 
experienced any change in their “complaint- 


disability” patterns over periods of months to years.* 
* 


Write for brochure and dosage schedules. 


1. Rottino, A.: Journal-Lancet 7/:2387, 1951. 
») 


2. Susinno, A. M., and Verdon, R. E.: J.A.M.A 


AMES COMPANY, INC : ELKHART, INDIANA 
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Products by Therapy Indications—Continued 








Anti-Inflammatories 


Chymar—Armour A-135 

Varidase—Lederle A-139 
Antis pasmodics 

Butibel—McNeil A-65 

Dactil—Lakeside A-70 


Dennatal—Robins Facing A-40-41 


Antituberculosis Therapy 


P-I-N and P-I-N Forte—Lannett A-80 
Ataractics 
Atarax—Roerig A-37 
Ataraxoid—Pfizer Facing A-64-65 
Equanil—Wyeth A-43 
Miltown— Wallace A-19-134 
Pathibamate—Lederle Facing A-48-49; A-49-50-51 
Raudixin—Squibb A-25 
Sparine—Wyeth A-22-23 
Suavitil—Merck Sharp & Dohme A-68-69-132-133 
Trilafon—Schering A-72-73 
Ultran—Lilly A-159 
Cardiovascular Agents 
Ansolysen— Wyeth A-94-95 


Gitaligin— White A-39 


Inversine—Merck Sharp & Dohme A-150 
Lanoxin—Burroughs Wellcome A-152 
Pentoxylon—Riker A-81 
Pentryate—Testagar A-80 
Peritrate—Warner-Chilcott A-166 
Purodigin— Wyeth 4-94-95 
Quinidine Sulfate—Davies, Rose A-91 
Rautensin—Smith-Dorsey A-61 
Rauvera—Smith-Dorsey A-9 
Rauwiloid— Riker A-16 
Rauwiloid-Hexamethonium—Riker A-16 
Rauwiloid-Veriloid—Riker A-16 
Thiomerin—Wyeth 4-94-95 
Unitensen-R—Irwin, Neisler A-155 
Veralba-R—Pitman-Moore A-12 
Wyamine—Wyeth 4-94-95 
Coagulants 
Koagamin—Chatham A-164 
Mephyton—Merck Sharp & Dohme A-137 


Contraceptives 


Delfen—Ortho 
Lanteen—Esta 


Facing A-118-119 
A-146 


Corpus Luteum Preparations 


Nugestoral 


Organon 


A-141 


(Continued on page A-91) 


choice salt substitute in a pinch... 





( aN 


~ -~ 


N 


\ 
\ and in any low-salt diet you prescribe 


9 & DIASAL 


FOUGERA 


lune 1957 


salt without sodium 


looks like salt... 
tastes like salt... 
flavors food like salt 


DIASAL, containing potassium chloride, 
glutamic acid and inert ingredients, is sup- 
plied in 2-ounce shakers and 8-ounce bottles. 


E. FOUGERA & COMPANY, INC « NEW YORK 13, N.Y. 











































Pre 
a 
one dressing for both Der 
C 
D 
enzymatic debridement 
M 
v 
and healing action 
Si 
Z 
* ® Dia 
A 
AT ‘| 
vo}iaiieal-jal' Dis 
D 
Hei 
PaNaFIL Ointment combines two essential functions for the local treatment of r 
chronic ulcers, infected wounds and other resistant skin lesions. Gentle debride- rf 
ment with the proteolytic enzyme, papain, is complemented by the wound- P 
healing action of chlorophyll derivatives. The greater safety of PANAFIL permits 
continuous dressings, which maintain a clean wound base until healing is Ho 
complete.'> The need for specific anti-infective medication is eliminated in - 
most cases.‘ D 
D 
PanaFiL Ointment contains papain powder 10%, urea U.S.P 10%, and water-soluble P 
chlorophyll derivatives N.N.R. 0.5% in a hydrophylic ointment base. 
Las 
HEALING OF SEVERE CARBUNCLE WITH PANAFIL ; 
Severe carbuncle on back of neck of 79-year-old man. C 
Left: Before incision and start of therapy. : 
Right: Lesion almost healed after two weeks of therapy with Panarit. Complete healing p 
one week later. 
Mu 
F 
Op 
\ 
Oti 
A 
0 
Pa 
l 
PHOTOGRAPHS COURTES™ OF W. C. BECK, JR., AND A. MARKERT, V. A. HOSPITAL, FT. HOWARD, MO. P, 
References: (1) Miller, E. W.: New York J. Med. 56:1446, 1956. (2) Garnes, A. L., and Barnard, R. D.: Angiology ” 
8:13, 1957. (3) Morrison, J. E., and Casali, J, L.: Am. J. Surg. 93:446, 1957. (4) Wood, O. H.: Maryland M. J., \ 
in press. 
. Re 
ystan COMPANY » Mount Vernon, New York 
0 
28087 } 
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Products by Therapy Indications—Continued 





Dermatologic Preparations 


Calmitol—Leeming 
Desenex—Maltbie 

Desitin Ointment—Desitin 
Florinef-S—-Squibb 
Magnacort—Pfizer 
Meti-Derm—Schering 
Meti-Derm with Neomycin 
Neo- Magnacort— Pfizer 
Panafil—Rystan 
Surfadil—Lilly 
Ziradryl—Parke, Davis 


Diagnostic Aids 
Albutest—Ames 


Diuretics 


Diamox—Lederle 


Hematinics 


Iberol—Abbott 
Imferon—Lakeside 
Pronemia—Lederle 


Hormones and Steroids 


Deladumone—Squibb 
Delalutin—Squibb 
Delatestryl—Squibb 
Delestrogen—Squibb 
Premarin—Ayerst 


Bidrolar—Armour 
Clyserol Disposable Enema 


Modane—Warren-Teed 
Phospho-Soda—F leet 


Muscle Relaxants 
Flexin—MeNeil 


Ophthalmic Medications 
Metimyd—Schering 


Otic Medications 
Auralgan—Doho 


0-Tos-Mo-San—Doho 


Parasym pathetic Agents 


Psychic Energizer 


Reducing Aids 


Biphetamine—Strasenburgh 
Obedrin—Massengill 
Preludin—Geigy 
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Schering 


Hypaque-M, 90% —Winthrop 


Laxatives, Enemas and Deconstipants 


Clyserol 


Dorbanty] Suspension—Schenley 


Urecholine—Merck Sharp & Dohme 


Marsilid—Hoffmann-La Roche 


Altepose—Merck Sharp & Dohme 


Timed Tridex Junior Capsules—Testagar 


(Continued on page A-93) 
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A-59 
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A-138 
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A-147-148 


A-105 
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A-27-77 


Third Cover 
A-17 

A-109 

A-114 

A-78 








rc 


of the | 
Tablets 


Natural 
0.2 Gram 


to his patient. 


THI© ®) 


is the symbol 


Standardized 


Quinidine Sulfate 


(approx. 3 grains) 
, produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 

_ physician will be assured that this 
standardized form of Quinidine 
‘Sulfate Natural will be dispensed 


Clinical samples sent to physicians 
on their request 








Davies, Rose & Co., Ltd. 
Boston 18, Mass. 


























‘ 


‘... Well, I always prescribe Rorer’s Maalox. It’s an excellent 
antacid, doesn’t constipate and patients will take it indefinitely.”’ 


2 8.2.08 2 OH CAO 4 OBC HO OBE Te 2AM 26D HOBO eH SE DO COS 6 6.8 


MAALOx® suspension, bottles of 12 fluidounces (sample on request); tablets, bottles of 100. 
Anefficient antacid suspension of magnesium-aluminum hydroxide gel; tablets, 0.4Gm. 


WILLIAM H. Rorer, INC. 4865 Stenton Ave., Philadelphia 44, Pennsylvania 
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Products by Therapy Indications—Continued 


Respiratory Infection Medications 
Achrocidin— Lederle 
Larylgan—Doho 
Rhinalgan—Doho 


Sedatives and Hypnotics 


Carbrital—Parke, Davis 
Nembu-Serpin— Abbott A-110-111 
Noludar—Hoflmann-La Roche A-3 


Urinary Anti-Infectives 


Azo Gantrisin—Hoffmann-La Roche 
Furacin—Eaton 

Furadantin— Eaton 

Pyridium— Warner-Chilcott 


Vasodilators 


Priseoline—Ciba Fourth Cover 


Vitamins and Nutrients 


ABDOL— Parke, Davis 4-83 
Beminal Forte 817—Ayerst \-46-47 
Engran—Squibb \-98 
Folbesyn—Lederle A-1] 
Redisol—Merck Sharp & Dohme A-126 
Vican Pastilles—Testagar A-82 
Vi-Penta— Hoffmann-La Roche Facing A-150-151 
Viterra—Roerig 4-153 





DIETARY 


Citrus Fruits—Florida Citrus 
Diasal—-Fougera 
Gelatine—Knox 

Instant Nonfat Dry Milk—Pet 
Meat—American Meat Institute 
Mull-Soy—Borden 
Oatmeal—Quaker Oats 
Pablum— Mead Johnson 


INSTRUMENTS AND EQUIPMENT 


Ampule—Kimble Glass 
Autoclave—American Sterilizer 

Automatic-Cycling Attachment—V. Ray Bennett 
Bahnson Aortic Clamp—Pilling 

Crystalab lonimeter—Crystal Research 

Immersion Heater—Engelsher 

Kalon and Profex Jar Sets—Professional Specialties 
Mediac—Nuclear-Chicago 

Multifit Luer-Lok Control Syringe—Becton, Dickinson 
Patrician X-Ray Unit—General Electric 

Rib-Back Surgical Blades—Bard-Parker 
Visette—Sanborn 
Wireless Intercom System 


Talk-A-Phone 


MISCELLANEOUS 


Band-Aid Butterfly Closure—Johnson & Johnson A-142 
Mouthwash—Lavoris A-165 
Ozium—Woodlets A-82 
Surgical Instrument-Milk—Snowden-Pencer A-80 
X-Ray and Photography Supplies—Eastman. Facing A-102-103 
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Wyeth... 
Name to Remember 
in 
Cardiovascular 
Therapy 











AN SO LYS E N® TARTRATE 


(Pentolinium Tartrate) 


Indicated in moderately severe, severe, and uncomplicated malig- 
nant hypertension. The action of ANSOLYSEN is potent, reliable, 
and prolonged. It lowers blood pressure, relieves symptoms, offers 


minimal by-effects. 









PURODIGIN® 


(Crystalline Digitoxin) 


Indicated in congestive heart failure. Puropicin achieves and 
maintains digitalization with the smallest oral dose of all cardio- 


active glycosides. It offers high potency, complete absorption, 


steady maintenance, uniform action. 


THIOMERIN® sooium 


(Mercaptomerin Sodium) 


Indicated for diuretic therapy. THIOMERIN produces significantly 
effective, smooth, and persistent fluid loss. It is well tolerated when 
given subcutaneously and, of all organomercurial diuretics, is least 


irritant, 


WY AMINE® sucrate 


INJ ECTI O N (Mephentermine Sulfate) 


Indicated in acute hypotensive states not associated with hemor- 
tage. Injection WyYAMINE is an effective and predictable pressor 


Ment. It may be used intravenously or intramuscularly for either Wijeth 


os —— : r ® 
ylaxis or therapy of hypotension. Phitedetghi 1, Po. 
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Physicians in every field of medicine 
regularly employ AUREOMYCIN in the 
treatment of a wide group of bacterial, 

rickettsial, protozoan, and viral infections. 


very 


Hydrochloride 
Chlortetracycline HCl Lederle 



















Fast-acting, well-tolerated, effective at 
low dosage, AUREOMYCIN has proved 
itself reliable in the control of more 
than 50 diseases, significantly shortening 
treatment time, consistently obviating 
the necessity for changing or altering 
medication during the course of therapy. 





A convenient dosage form for every medical requirement, 





E Lederie} LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
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ENGRAN 
TERM-PAK 
SQUIBB 
Vitamin Mineral 
Supplement 


















Squibb Quality—the Priceless Ingredient 




















Just 1 Engran daily helps 
to assure a nutritionally 
perfect pregnancy 


Engran tablets are + small 
* easily swallowed * money saving 


Each capsule-shaped Engran tablet supplies: 

IIE cdehetinisdarsikasiedaauninasussccisebcubhinsssesniecssocvessies 5000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 
Vitamin K (as menadione) ... 0.5 mg. 





























Thiamine mononitrate .... .. 33mg. 

NOW... IIIT Sichsies:sisasneveicsivcnetintsennhisinassueiicetiiabinntisidiaspeinlabiabiiamse 3 mg. 
“ ” Pyridoxine HCI ...... ae 2 mg. 
term insurance Vitamin B,. Activity concentrate 2 meg. 
PO ’ 0.25 mg. 

for your patients Niacinamide ............ ‘ ae 20 mg. 
Calcium pantothenate .... stviiitbiasiicatees eisadie 5 mg. 

ENGRAN Ascorbic acid ............ poo ees ee SE 75 mg. 
Calcium, elemental (as calcium carbonate, 375 mg.) 150 mg. 

Term-Pak tron, elemental (as ferrous sulfate exsic., 33.6 mg.) 10 mg. 
lodine, elemental (as potassium iodide, 0.2 mg.) 0.15 mg. 

—co ntaining 250 Potassium (as the sulfate) ...... , 5 mg. 
Copper (as the sulfate) ...... ae 1 mg. 

Engran tablets os . Magnesium (as the oxide) ................ 6 mg. 
Manganese (as the sulfate) .... ponatis 1 mg. 

I iis a dleandsdeiididalaanidhien . Sm. 





enough for the 
Bottles of 100, 250 and 1000. 


fullterm...ina 
reusable jar—plus a 





convenient purse- 


1° wn 
size tablet dispenser : dd I) O E al 1} 


Squibb Vitamin- Mineral Supplement 


*ENGRAN’® 18 A SQUIBB TRADEMARK 














ips 
Ily 


nall 
‘ing 


. Units 
. Units 
).5 mg. 
3 mg. 
3 mg. 


2 meg. 
25 mg. 
20 mg. 

5 mg. 
75 mg. 


10 mg. 
15 mg. 


1 mg. 
6 mg. 


1.5 mg. 












In seasonal allergies 
as in colds 


you can check excessive | 
irritant secretions...’ 









and “‘unlock”’ the 
closed-up nose 


Orally with 


Novahistine 


In the management of seasonal allergies and the common 

cold, Novahistine works better than antihistamines alone. 

The distinct additive action of a vasoconstrictor with an anti- 

histaminic drug combats allergic reactions more efficiently . . . 

provides marked nasal decongestion and inhibits excessive irri- 

tant secretions. Novahistine eliminates patient misuse of nose 

drops, sprays and inhalants. . . avoids the risk of rebound conges- 
tion. Novahistine will not cause jitters or insomnia. 





Each Novahistine Tablet or teaspoonful of Elixir provides 5.0 mg. of 
phenylephrine HCl and 12.5 mg. of prophenpyridamine maleate. For 
patients who need greater vasoconstriction, Novahistine Fortis Capsules and 
Novahistine with APC Capsules contain twice the amount of phenylephrine. 







Pitman-Moore Company © Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
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RELIEVES DISCOMFORT 


AND DISABILITY 


Each Multiple Compressed Tablet of MEPROLONE 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢c) anxiety and tension @) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


ad = a) a4 


JOINT INFLAMMATION 
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Reps benefits of MEPROLONE compared with traditional antiarthitie, 














suppresses imparts 
relieves | inflam- | relaxes | eases | sense of 
pain | mation | muscle anxiety well-being | 
Salleylates of | of + = 
Muscle relaxants a 
oo + ae en 
Tranquilizers | 1 
| Trang 2 





Steroids : a f 
meprotone | / | S |S iS | f | 


f 1. Meprobamate is the only tranquilizer with 
muscle-relaxant action. 




















arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies, 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematosus, 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bottles of 
100 in two formulas as follows: Meprotone-1—1.0 mg. 
of prednisolone, 200 mg. of meprobamate and 200 mg. of 
dried aluminum hydroxide gel. MepRotone-2— provides 
2.0 mg. of prednisolone in the same formula. 


POSTGRADUATE MEDICIN® 











NO OTHER 


ANTIRHEUMATIC 












PRODUCT 
PROVIDES AS MANY 


BENEFITS AS 


LONE 


MEPRO]|BAMATE 
PREDNISO| LONE, buffered 





THE ONLY 
ANTIRHEUMATIC, 
ANTIARTHRITIC 


THAT SIMULTANEOUSLY 





RELIEVES: 


rthrities, 

ny 1.MUSCLE SPASM 

se of 

being 
2.JOINT INFLAMMATION 
3.ANXIETY AND TENSION 

/ | 4. DISCOMFORT 

"Mm AND DISABILITY 

ith 

back 

= MERCK SHARP & DOHME 

main- DIVISIDN OF MERCK & CO., INC. PHILADELPHIA 1, PA. 

nr 

les of 

0 mg. 

ng. of 

vides MEPROLONE is the crade-mark of Merck & Ca, Ine, 
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Susceptibility factors play an important part in the occurrence and spread of athlete’s foot. 
With the advent of warm weather, individuals who have had the disease are prone to exhibit 
recurrences or reinfection. Frequently, this can be prevented by the continuous prophylac- 
tic use of Desenex preparations. 


relieves itching 
stops fungal growth 
prevents recurrence 





For most effective and convenient therapy and continuing pro- 





phylaxis, use Desenex as follows: AT NIGHT the Ointment 
(zincundecate)—1 oz. tubes and 1 lb. jars. DURING THE DAY 
the Powder (zincundecate)—11/2 oz. and 1 lb. containers. AFTER 
EVERY FOOT BATH the Solution (undecylenic acid) —2 fl. oz. and 
1 pt. bottles. The Solution should not be used on broken skin. 
In otomycosis, Desenex solution or ointment. 


Write to Professional Service Department for free sample supply. 
MALTBIE LABORATORIES DIVISION + WALLACE & TIERNAN, INC. «+ Belleville 9, N.J. 


00.75 
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Radiographs and photographs like these 


are invaluable —to the attending 












physician — to teachers and students ! 





1.. CASE: 14-year-old girl with idiopathic scoliosis. Precorrection 2. Postcorrection radiograph with patient in plaster jacket fol- 
radiograph with patient seated. lowing spinal fusion (top and bottom of the fusion marked by 
metallic clips). 


Here you see a trend. With the 
visual data reproduced on these 
pages, the physician can review 
his case, discuss it in detail with 
associates and students. 

In addition to its value in 
discussion and teaching, 


material such as this may be 





3. Right dorsal curve has been corrected ‘1 plaster turnbuckle jacket and back is 
seen exposed through window. Methylene blue tattoo marks identify area of 
vertebral column to be fused. Steps in surgery shown on page following. 


used to illustrate medical papers and 
exhibits: it is invaluable as a basis for 
research— today. lomorrow. vears later. 

The cost is low. compared with the 


value of a fully documented case record. 


For Radiography: Kodak Blue Brand 
X-ray Film and Kodak x-ray processing 
chemicals meet the most exacting require- 
ments. They are always dependable—uni- 
form. Quality-controlled—rigidly tested— 
they are made to work together. 


4. Posterior elements of the vertebrae to be fused have been exposed 
by subperiosteal dissection. 


For Color Photography: Kodachrome 

Films for miniature and motion-picture 

cameras: Kodak Ektachrome Films and 

Kodak Ektacolor Films for sheet-film cam- = 

eras; Kodak Ektachrome Films for roll-film 5. Interdigitation of bony spicules across the interlaminal spaces has 
and miniature cameras: Kodacolor Films been completed. 


for roll-film cameras and cameras accept- 
ing No. 828 film. Kodak color print mate- 
rials are also available. 


6. Raw bony area is reinforced by slivers of cancellous bone obtained 
from the bone bank. 


7. Incision closed. 


Order x-ray products from your x-ray 
dealer, photographic products 
from your photographic dealer. 


EASTMAN KODAK COMPANY 
Medical Division 
Rochester 4, N. Y. 


‘ 





The ever urinary tract infections, strictures, ob- 
l \ ions, fistulas, stones, trauma or neoplasms 
G@use painful mucosal lesions, you cai provide re- 
fquickly (within 20-25 minutes) with Pyridiam. 
m is compatible with and complementary to 


all the urinary antibacterials and permits greater 
flexibility in the use of any combination, potency or 
dosage schedule required for successful treatment. 
Dosage: Two tablets before each meal. 

Supplied: In bottles of 12, 50, 500 and 1000. 


(Brand of Phenylazo-diamino-pyridine HC!) 
WARN ER-CHILECOTT 


100 VEARS OF SERVICE TO THE MEDICAL PROFESSION 





THE MEDICAL 


&> THE PHYSICIAN-WRITER’S BOOK 
Tricks of the Trade of 
Medical Writing 


By Richard M. Hewitt, M.D., Senior Consultant, 
Section of Publications, Mayo Clinic, Rochester, 
Vinnesota. 388 pages with 37 illustrations. 1957, 
W. B. Saunders Company, Philadelphia and Lon- 


don. $9.00. 


On the basis of his extensive experience in 
editing medical manuscripts and _ publications, 
Dr. Hewitt has in this volume provided other 
aspirants to competence in this field with guides, 
hints, and warnings that will be of immense help 
to them in similar efforts. In his work with the 
American Medical Association and with the Mayo 
Clinic, he has been assisted by many persons, 
and, with his usual honesty, his preface gives 
credit to all of them. Moreover, he demonstrates, 
by quotation and discussion, an intimate ac- 
quaintance with just about everything that has 
been written on the subject. This book, which 
has been beautifully presented by the publisher, 
is the most comprehensive work that has yet ap- 
peared in this field and as such can be consid- 
ered an indispensable manual for anyone who 
wants to write competently in any branch of 
medical science. 

Obviously a book of this type should form the 
basis of a course on medical writing with at 
least as many lectures as there are parts in the 
book—the total number being seven. The parts 
are concerned with the article as a whole—sub- 
ject matter, arrangements, common difficulties, 
the summary and conclusions and the case re- 
port. From the general, Dr. Hewitt proceeds to 


ookman 


the particular, subsequent parts dealing with the 
paragraph, sentence, words, tables, illustrations, 
preparation of the manuscript, and ethics for 
writers. 

To the seven parts, 21 appendixes are added, 
including excellent examples, notes, quotations 
and even poems. 

Since the book is expensive, the publisher 
might well offer to send a copy for examination 
before purchase to any interested reader, because 
anyone who examines this book will, I am sure, 
wish to have it permanently as a desk reference. 

M. F. 


& 1956-57 YEAR BOOK OF 
OBSTETRICS & GYNECOLOGY 


Edited by J. P. Greenhill, M.D., Professor of 
Gynecology, Cook County Graduate School of 
Medicine, Chicago. 502 pages with 82 illustra- 
tions. 1956, The Year Book Publishers, Inc., Chi- 
cago. $6.75. 


As in past editions, the current volume of this 
series contains abstracts of noteworthy contribu- 
tions to the obstetric and gynecologic literature. 
In this edition, the literature concerned was pub- 
lished between July 1955 and July 1956. 

Editorial comments are frequent and instruc- 
tive, giving opinions of the author and others on 
the particular problem discussed in an abstract. 

Requiring only a short time to read, this book 
should be of value to any physician who prac- 
tices obstetrics and gynecology, whether he is a 
specialist or a general practitioner. 


(Continued on page A-108) 
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external 

eye 
oLebekebankes et 
consistently 
respond to... 


(@}olotdet-Hbeedcemu)bl-jol-pet-plepel 


(prednisolone acetate and sulfacetamide sodium) 


Ointment with Neomycin 


(prednisolone acetate and sulfacetamide sodium with neomycin sulfate) 


blepharitis “responded dramatically to both the drop 

and ointment form of therapy”? 

allergic conjunctivitis “cleared almost completely 

in 48 hours...” in 12 of 14 casest 

acute, infectious, gram-positive conjunctivitis . 

38 of 42 cases “subsided within four to seven days....”7 
episcleritis “responded successfully to topical Metimyd....”7 
marginal ulcers “completely cleared in 24 hours” 


*Abrahamson, I. A., Jr., and Abrahamson, I. A., Sr.: 
Am. J. Ophth. 42:482, 1956. 


MeETIMyYD,* brand of prednisolone acetate and sulfacetamide sodium. 


* Te, MMJ-1N7 


CLINICALLY “SODIUM-FREE¢ 
high blood Ieve 


i 


A single broad-spectrum 
antibiotic, providing faster 
and higher blood levels, 
practically double those of 
tetracycline HCI within 1 to 3 
hours after administration of 


a single capsule dose.‘ 


The original 
TETRACYCLINE PHOSPHATE 
COMPLEX 


NEGLIGIBLE SODIUM CONTENT IN TETREX 


The Council on Foods and Nutrition of the American Medical Association 
has pointed out? that sodium-restricted diets (800 mg. of sodium or less 
per day) are being employed “more and more” in treating certain disease 
states, such as congestive heart failure, cirrhosis of the liver, renal diseases, 
toxemias of pregnancy, and hypertension. 


As the Council observes, “the physician’s ingenuity is taxed” to provide an ade- 
quate and varied diet when sodium restriction is indicated. How much more 
is it taxed if medication of high sodium content is thrust into the picture! 


TETREX Capsules are free of potential hazard in the treatment of patients 
who may be on restricted sodium intake. Having but one atom of sodium 
in its chemical formula, TETREX contains but an infinitesimal amount of 
sodium, estimated at 1% or less, which may actually be so bound that it 
cannot be released in the body at all. Even if released, a patient taking 4 
capsules per day would ingest only 16 mg. of sodium daily from TETREx. 


1. Bernhardt, H. J., Katz, S., Oxley, L. O., Prigot, A., Putnam, L. E., Rein, 
C. R., Tittle, C. R., Wachtel, L. M., and Weller, C.: Personal communications. 
2. Council on Foods and Nutrition, American Medical Assn.: J.A.M.A. 
163:739, 1957. 3. Cronk, G. A., and Naumann, D. E.: Ant. Med. & Clin. Ther. 
4:166, 1957. 4. Kaplan, M. A., Dickison, H. L., Hubel, K. A., and Buckwalter, 
F. H.: Ant. Med. & Clin. Ther. 4:99, 1957. 


Bristol 


LABORATORIES INC 
SYRACUSE, NEW YORK 
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t 


EETRACYCLINE 


vey fast, successful control of infection 


HIGHLY EFFECTIVE—Eleven inde- 

pendent investigators, who tested 

Tetrex in 275 patients having a 

wide variety of infections, report- 

CAPSULES ed successful results in 263, or 

95.6%.!:3 In only two instances 

were side effects sufficient to re- 

quire discontinuance of therapy, 

—each capsule equivalent to 250 mg. even though medication was con- 


of tetracycline HCI activity tinued for periods of up to 90 days. 








Turn to pages A-134-135 


for J. K. Lasser’s Monthly Financial 


Planning Service 


You can tear out and preserve your copies in 
an attractive 3 ring blue binder, holds 24 issues, 


now available at cost — $1.50. 


Send check, with name and address to 
POSTGRADUATE MEDICINE 


Essex Building, Minneapolis 3, Minnesota 























The Medical Bookman 


> PRACTICAL DIAGNOSIS AND 
TREATMENT OF LIVER DISEASE 


By Carroll Moton Leevy, M.D., Director of Clini- 
cal Investigation, Jersey City Medical Center, 
Jersey City, New Jersey. 336 pages with 84 illus- 
trations. 1957, Paul B. Hoeber, Inc., Medical 
Book Department of Harper & Brothers, New 
York. $8.50. 


This monograph was written with the inten- 
tion of bringing to the practicing physician a 
concise and up-to-date guide in the diagnosis 
and treatment of patients with liver disorders. 

The clinical material is based on 1000 consecu- 
tive patients with liver disorders admitted to the 
Jersey City Medical Center. The book is illus- 
trated in both color and black and white, and 
contains a number of tables. A bibliography fol- 
lows each of the 11 sections. 

A discussion of the anatomy and physiology 
of the liver and a classification of liver disorders 
open the volume. A section on clinical diagnosis 
follows, emphasizing the physical examination 
and an evaluation of signs of liver disorders. 

The laboratory diagnoses of liver function and 
disorder are presented in detail. Of particular 
value is the section on interpretation of common- 
ly performed liver function tests. Emphasis is 
placed on the fact that there is no specific bio- 
chemical pattern which is characteristic of a 
given type or severity of liver disease. The mate- 
rial presented in this section is particularly im- 
portant, since liver function tests are widely per- 
formed both as a diagnostic aid and as a guide 
in following the subsequent course of the liver 
disorder in the patient. 

Anatomic diagnosis by needle biopsy of the 
liver is discussed minutely, both in technical 
aspect and through histopathologic interpretation 
of liver tissue removed. Although needle biopsy 
is an extremely valuable adjunct to diagnosis of 
liver disease, the procedure is not without dan- 
ger. Its contraindications, indications, complica- 
tions and limitations are discussed. In more than 
2000 needle biopsies which were performed, only 
one fatality occurred, and this of a patient who 
subsequently proved to have had a prolonged 
bleeding time. 

The second half of the monograph begins with 
the general principles of therapy of patients with 
liver disease. Items such as rest, diet, vitamin 
therapy, bile therapy, steroid administration, 
management of fluid retention, hematemesis and 
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operative procedures for portal hypertension are 
covered. 

The remainder of the book contains broa 
groupings of liver disorders: liver diseases duc 
to nutritional deficiency and metabolic disturb 
ances; toxipathic liver diseases; the liver in cir 
culatory disturbances; the liver in biliary ob 
struction; the liver in biliary infection; and 
neoplastic diseases of the liver and liver trauma. 

All sections cover their subject matter briefly 
but completely enough so that, in general, the 
management of a patient is completely outlined. 
Case histories are presented in detail. 


& CLINICAL UNIPOLAR 
ELECTROCARDIOGRAPHY 


By Bernard S. Lipman, M.D., Instructor in Medi- 
cine, Emory University School of Medicine, 
Atlanta, and Edward Massie, M.D., Associate 
Professor of Clinical Medicine, Washington Uni- 
versity School of Medicine, St. Louis. Ed. 3. 397 
pages with 325 illustrations. 1956, The Year 
Book Publishers, Inc., Chicago. $7.50. 


The first edition of this book was in the form 
of a series of notes prepared for medical students 
on unipolar electrocardiography. The work then 
became a monograph which approached the sub- 
ject in an uninvolved, concise and direct man- 
ner. The third, or current, edition was written 
to accommodate advances in electrocardiography 
and in cardiology. Sections on vectorcardiogram 
interpretation, arrhythmia and the use of the 
electrocardiogram in congenital heart disease 
have been added. This volume, like the first, is 
intended for readers who are not familiar with 
electrocardiography; hence, a bibliography is 
provided to indicate sources for further study. 

The first several chapters introduce the sub- 
ject and discuss electrophysiology in an under- 
standable and not overly technical manner. The 
abnormal electrocardiographic pattern is con- 
sidered as it appears in various disease states, in 
conduction disturbances, in arrhythmias, and in 
chamber enlargements. A special chapter is de- 
voted to the spatial vectorcardiogram interpreta- 
tion. Of particular value is the inclusion of il- 
lustrative electrocardiograms in an appendix. 

The book does accomplish its purpose of pro- 
viding a readable introduction to an understand- 
ing of the electrocardiogram. In this respect. it 


(Continued on page A-112) 
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Three essential steps , QE 


in establishing correct ®& SI SUPERVISION 


BY THE 


ing p ns: 
eating patterns rena 


In the development and 
maintenance of good eating 
habits, there are three 
essentials: support and 
supervision by the physician, 
a balanced eating plan, and 
a] selective medication.!?3 


A BALANCED 
EATING PLAN'** 





SELECTIVE 
MEDICATION**” 





3 Methamphetamine for its anorexigenic and mood-lifting effects. 
Pentobarbital as a balancing agent, to guard against excitation. 
Vitamins B, and B, plus niacin to supplement the diet. 
Ascorbic acid to aid in the mobilization of tissue fluids. 


Since Obedrin contains no artificial 1. Eisfelder, H.W.: Am. Pract. & 
bulk, the hazards of impaction are Dig. Treat. 5:778 (Oct. 1954), 
avoided. The 60-10-70 Basic Plan pro- 2. Freed, S.C.: G.P. 7:63 (1953). 
vides for a balanced food intake, with 3. Sherman, R.J.: Medical Times, 
sufficient protein and roughage. 82:107 (Feb. 1954). 


| 
and the 60-10-70 Basic Plan | 


FORMULA: 
Semoxydrine HCI (Methamphetamine HCl) 5 mg.; Pentobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine mononitrate 0.5 mg.; Riboflavin 1 mg.; Niacin 5 mg. | 


Write for 60-10-70 Menu pads, weight charts and clinical supply of Obedrin. 


| 
THE S. E. MASSENGILL COMPANY | 


BRISTOL, TENNESSEE 


NEW YORK KANSAS CITY ° SAN FRANCISCO 
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‘Nembu-Serpin Filmtab combines 30mg. Nembutal® 
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® Filmtab—Film-sealed tablets, Abbott ® Nembutal—Pentobarbital, Abbott 
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does not have many competitors. It is difficult to 
make an introductory text simple and direct, yet 
comprehensive. In this volume the attempt is not 
always successful, as is evident in the section on 
congenital heart diseases. The text and sources 
of reference in this section seem limited in con- 
trast to those of other sections in the book. 

Another criticism concerns the extensive use 
of hand-drawn examples of abnormal electro- 
cardiographic patterns in the text, rather than 
reproductions of the original tracings themselves. 
However, the illustrative examples at the end of 
the book help to diminish these defects. The 
authors seem to have succeeded in their efforts 
to produce an introductory book which instructs 
without bewildering and stimulates the student 
to read further. 


& CLINICAL USE OF 
RADIOISOTOPES 


By William H. Beierwaltes, M.D., Associate Pro- 
fessor of Internal Medicine, University Hospital, 
Ann Arbor; Philip C. Johnson, M.D., Assistant 
Professor of Internal Medicine, University of 
Oklahoma Medical School, Oklahoma City, and 
Arthur J. Solari, M.S., Instructor in Radiation 
Physics, University Hospital, Ann Arbor. 456 
pages with 126 illustrations. 1957, W. B. Saun- 
ders Company, Philadelphia and London. $11.50. 


At the University of Michigan, the isotope unit 
is a joint radiologic-clinical effort. Similarly, this 
book presents a medical-radiologic approach to 
the field. 

By way of introduction, the authors present 
the Michigan philosophy of teaching the use of 
isotopes from the undergraduate to and through 
the graduate levels. In addition, Atomic Energy 
Commission standards, introductory physics as 
it pertains to radioactivity, and detection meth- 
ods are included in the opening remarks. 

As might be anticipated from the book’s title, 
the core of the text is devoted to the practical 
and clinical use of isotopes. The senior author 
has devoted much of his time to thyroid work 
and is therefore an authoritative source of ac- 
cumulated and original information about it. 
The widest applied clinical use of isotopes lies 
in both thyroid and nonthyroid use of I'*'; for 
this reason, a major share of the text is devoted 
to this isotope. 
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Discussions of P*®*, Au'®® and all other iso- 
topes, common and uncommon, are included also. 
The pharmacology and specific applications of 
those with clinical uses are described. 

The final chapters are devoted to biologic ef- 
fects of radiation, health physics, instrumenta- 
tion in an isotope unit, and starting of this unit. 

S. B..F. 


> PRACTICAL PSYCHIATRY FOR 
INDUSTRIAL PHYSICIANS 


By W. Donald Ross, M.D., Associate Professor 
of Psychiatry, University of Cincinnati, Cincin- 
nati. 401 pages. 1956, Charles C Thomas, Spring- 
field, Illinois. $7.50. 


In 1948 during a training program for indus- 
trial physicians, held at the University of Cincin- 
nati, the author presented the psychiatric ap- 
proach in applications of industrial medicine; 
this book resulted from his discussion at this 
program. 

It is a comprehensive volume covering many 
aspects of psychiatry, particularly those that can 
and should be utilized by industrial physicians. 
It is a well-known fact that industry’s greatest 
expense and concern are with the rapid and large 
turnover of employees and with absenteeism. 
When the causes of absenteeism and turnover 
are tracked down, it is often found that psychi- 
atric reasons are, if not the main cause, at least 
the main contributing cause. As a result, indus- 
try in general and industrial physicians in par- 
ticular are emphasizing preventive measures in 
mental health as well as safety features and physi- 
cal health. 

The author has directed his text toward ac- 
quainting industrial physicians with some of the 
basic aspects of psychiatry and their applications. 
An important section deals with recognition of 
the industrial physician’s limitations in this field 
and the need for referral of certain problems to 
a psychiatrist. 

The material is divided into four sections: 
Attitudes, Basic techniques, Cooperation and De- 
tailed problems. Many helpful ideas are presented 
in an easily understandable manner without the 
prosélytizing and oversimplification frequently 
found in books of psychiatry applied to other 
disciplines. - 

E. L. 


(Continued on page A-115) 
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Knox “Choice of Foods” Diet Can Help Your 
HYPERTENSIVE Patients to Reduce and Stay Reduced 


1. Color coded diets of 1200, 1600 and 1800 calories are 
based on nutritionally tested Food Exchanges." 

2. The easy-to-use Food Exchanges (called Choices in 
booklet) simplify diet management by eliminating calorie 
counting. 

3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient yet allow each individual 
considerable latitude in the choice of foods. 

4. More than six dozen appetizing, low-calorie recipes are 
described in the last fourteen pages of the diet booklet. 





1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists’ prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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KNOX proteiN PREVIEWS 





Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. 5-21 
Johnstown, N. Y. 





Please send me ....... dozen copies of the new, illus- 
trated Knox Reducing booklet based on Food Exchanges. 


Your Name and Address, 








| 
| 
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specifically for reduction of overweight 





(brand of phenmetrazine hydrochloride) 
“*,..a highly effective and safe appetite suppressant...’”' 


Based on clinical reports, PRELUDIN produces more than twice the weight loss 
achieved by patients receiving a placebo.? It is singularly free of tendency to 
produce serious side actions, as well as stimulation.'’? PRELUDIN imparts a 


feeling of well-being that encourages the patient to cooperate willingly in 
treatment.'3 


The reduced incidence of side actions with PRELUDIN makes losing weight more 
comfortable for the average patient, facilitates treatment of the complicated 
case and frequently permits its use where other anorexiants are not tolerated.3 


Recommended Dosage: One tablet two to three times daily one hour before 
meals. Occasionally smaller dosage suffices. On theoretical grounds, PRELUDIN 


should not be given to patients with severe hypertension, thyrotoxicosis or 
acute coronary disease. 


(1) Holt, J. O. S., Jr.: Dallas Med. J. 42: 497, 1956. (2) Gelvin, E. P.; McGavack, T. H., and Kenigsberg, S.: 
Am. J. Digest. Dis. 1:155, 1956. (3) Natenshon, A. L.: Am. Pract. & Digest Treat. 7: 1456, 1956. 


Pretuoin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


G E ) GY Ardsley, New York 77857 Geiy 
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x» LESIONS OF THE CERVICAL 
INTERVERTEBRAL DISC 


By R. Glen Spurling, M.D., Professor of Neuro- 
urgery, University of Louisville School of Medi- 
cine, Louisville, Kentucky. A monograph in the 
{merican Lectures in Surgery, edited by Michael 
E. DeBakey, M.D., Professor of Surge-y and 
Chairman of the Department of Surgery, Baylor 
University College of Medicine, Houston. 134 
pages with 4] illustrations. 1956, Charles C 
Thomas, Springfield, Illinois. $4.75. 


Dr. Spurling has done an excellent job of 
gathering together all known material on prob- 
lems pertaining to cervical intervertebral disks 
and has presented it clearly and attractively in 
this monograph. The historical aspects of the 
subject are given, as well as a thorough discus- 
sion of the anatomy, pathogenesis, pathology, 
clinical picture and differential diagnosis. The 
three types of anatomic protrusions of disks are 
explained, together with the syndromes of root 
pressure, unilateral ventral pressure and bilateral 
ventral pressure. Myelographic technics are well 
illustrated and documented. Finally, the author 
analyzes the results of treatment in 197 cases. A 
total of 73.7 per cent of patients treated surgi- 
cally had excellent results, while 48 per cent of 
those treated conservatively had excellent results. 
Conservative therapy consisted mainly of trac- 
tion, and it was used for those patients who did 
not have objective neurologic deficits. 

This monograph is attractively bound, printed 
on paper of good quality, and is nicely illus- 
trated. The index and table of contents are well 
done, and of easy access to the reader. 

c. W. Z. 


> PREGNANCY AND BIRTH 


By Alan F. Guttmacher, M.D., Director of Gyne- 
cology and Obstetrics, Mt. Sinai Hospital, New 
York. 335 pages. 1957, The Viking Press, Inc., 
New York. $4.50. 


This book can be highly recommended to in- 
telligent expectant mothers and their husbands 
who wish to know more about pregnancy and 
birth. In language understood by the laity, it 
clearly and authentically describes the nature of 
gestation and birth and familiarizes the reader 
with present-day obstetric practice. 


Cc. E. J. 
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> PELVIMETRY 
By Herbert Thoms, M.D., Emeritus Professor 


of Obstetrics and Gynecology, Yale University 
School of Medicine, New Haven, Connecticut. 
120 pages. 1956, Paul B. Hoeber, Inc., Medical 
Book Department of Harper & Brothers, New 
York. $5.00. 


In 1934 the author stated that “scientific ob- 
stetrics demands an accurate survey of the pelvis 
of every primipara. This ideal may be obtained 
only by roentgenometric methods.” The sound- 
ness of this observation has slowly become ap- 
parent to obstetricians, so that now many feel 
that a gross error in prenatal care occurs if roent- 
genometry of the pelvis is not obtained in every 
primiparous patient. 

The purpose of this monograph is to place 
before practitioners a practical description of 
variations and abnormalities of the bony pelvis 
in relation to labor and to describe certain diag- 
nostic technics by which this knowledge may be 
obtained. The procedure devised by Dr. Thoms, 
in use with minor variations at the Yale Univer- 
sity School of Medicine for more than 30 years, 
is described and illustrated in an excellent man- 
ner. Common and rare types of pelvic bony ab- 
normalities are considered and their clinical sig- 
nificance is discussed. The subject is pleasantly 
and briefly presented. 

R. A. S. 


> PRACTICAL OFFICE 
GYNECOLOGY 


By Albert Decker, M.D., Clinical Professor of 
Gynecology and Obstetrics, New York Medical 
College, and Wayne H. Decker, M.D., Assistant 
Clinical Professor of Obstetrics and Gynecology, 
New York University College of Medicine, New 
York. 400 pages with 103 illustrations. 1956, F. 
A. Davis Company, Philadelphia. $10.50. 


This work is an excellent standard textbook of 
office gynecology. The stated purpose of the vol- 
ume is to present practical and workable methods 
for the diagnosis, management and treatment of 
gynecologic disorders encountered in the physi- 
cian’s general office practice, and it fulfills the 
purpose very adequately. 

C. E. J, 
(Continued on page A-116) 
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> THE LABYRINTH 


Physiology and Functional Tests 


By Joseph J. Fischer, M.D., Clinical Professor of 
Otolaryngology, School of Medicine, Tufts Uni- 
versity, Boston. 206 pages with 30 illustrations. 
1956, Grune & Stratton, New York and London. 
$6.00. 


Dr. Fischer has presented the current knowl- 
edge of the labyrinth in an adequate. inclusive 
discussion of its general and applied physiology 
and its functional testing. 

The testing methods are discussed with regard 
to their application to neurologic and otologic 
disorders, and the values and limitations of each 
method are given. Theories and experimental 
data are presented as they were evolved in the 
study of labyrinth function. 

The text would be a useful addition to the 
libraries of otologists, neurologists and others 
who have more than a passing interest in the 
study of labyrinth function as it applies to their 
special fields. It is likely to be found slightly too 
comprehensive for the medical student except as 
a reference text, but postgraduate students of 
otology and neurology would find it helpful. 

a. €.4.. 


> MODERN OPERATIVE SURGERY 


Edited by the late G. Grey Turner, F.R.C.S., Pro- 
fessor of Surgery, University of London, and by 
Lambert Charles Rogers, F.R.C.S., Professor of 
Surgery, University of Wales, England. Ed. 4. 
Vol. Il. 2,614 pages with 1.090 illustrations. 
1957, Paul B. Hoeber, Inc., Medical Book De- 
partment of Harper & Brothers, New York. 
$17.50. 


At least 20 authors have contributed to the 
various chapters of this volume which contains 
discussions of operations on the skull and brain, 
ear, eye, nose, throat, larynx, lip, mouth, neck, 
thyroid, parathyroid, thymus, esophagus and rec- 
tum and anal canal. Because the text covers such 
a wide field, it is, of necessity, concisely written. 

Although some chapters, such as those on uri- 
nary incontinence, diaphragmatic hernia and rec- 
tal prolapse seem incomplete, medical students 
and interns will find in this text a very good 
summary pertaining to the surgery of each organ. 

M. L. 
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Books received are acknowledged in this depart- 
ment. As space permits, books of principal interest 
to our readers are reviewed more extensively. 


The Importance of Overweight. By Hilde Bruch, 
M.D., Associate Clinical Professor of Psychiatry, Col- 
lege of Physicians and Surgeons, Columbia University. 
138 pages. 1957, W. W. Norton & Company, Inc., New 
York. $5.95. 


The Clinical Management of Varicose Veins. By 
David Woolfolk Barrow, M.D., Professor of Surgery, 
Marquette University School of Medicine, Milwaukee. 
Ed. 2. 169 pages with 70 illustrations. 1957, Paul B. 
Hoeber, Inc., Medical Book Department of Harper & 
Brothers, New York. $6.00. 


Illustrated Medical and Health Encyclopedia. Fam- 
ily edition. Edited by Morris Fishbein, M.D., Editor, 
Medical Progress; Editor, Modern Home Medical Ad- 
viser, and Medical Editor, Britannica Book of the Year, 
with the collaboration of 28 leading specialists. Vols. 
1-8. 2,166 pages, illustrated. 1957, H. S. Stuttman Co., 


New York. 


Diseases of the Nose, Throat and Ear. By Howard 
Charles Ballenger, M.D., Professor Emeritus, Depart- 
ment of Otolaryngology, and John Jacob Ballenger, M.D.. 
Associate, Department of Otolaryngology, Northwestern 
University Medical School, Chicago. Ed. 10. 968 pages, 
550 illustrations and 11 plates. 1957, Lea & Febiger, 
Philadelphia. $17.50. 


Current Therapy 1957. Edited by Howard F. Conn, 
M.D., and 12 consulting editors. 731 pages. 1957, W. B. 
Saunders Company, Philadelphia and London. $11.00. 


Straight to the Heart. By George Lawton, Ph.D. 347 
pages. 1957, International Universities Press, Inc., New 
York. $5.00. 


Physical Examination in Health and Disease. By 
Rudolph H. Kampmeier, M.D., Professor of Medicine, 
Vanderbilt University School of Medicine, Nashville. 
Tennessee. Ed. 2. 774 pages, illustrated. 1957, F. A. 
Davis Company, Philadelphia. $9.50. 


Synopsis of Gastroenterology. By Rudolf Schindler, 
M.D., Clinical Professor of Medicine, Department of 
Gastroenterology, College of Medical Evangelists, Los 
Angeles. 395 pages. 1957, Grune & Stratton, Inc., New 
York and London. $7.75. 


From Witchcraft to World Health. By S. Leff, M.D.. 
Barrister-at-Law, and Vera Leff. 236 pages, illustrated. 
1957, The Macmillan Company, New York. $4.50. 


When Doctors Meet Reporters. Compiled by Hillier 
Krieghbaum, from the record of a series of conferences 
sponsored by the Josiah Macy, Jr. Foundation. 119 pages 
1957, New York University Press, New York. $2.50. 


Spinal Cord Compression; Mechanism of Paralysis 
and Treatment. By I. M. Tarlov, M.D., Professor of 
Neurology and “Neurosurgery, New York Medical Col 
lege, New York. 147 pages, illustrated. 1957, Charles ‘ 
Thomas, Springfield, Illinois. $7.50. 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


ACHROCIDIN is particularly valuable in treating acute 
respiratory infections during epidemics or when ques- 
tionable middle ear, pulmonary, nephritic, or rheumatic 
signs are present. 

ACHROCIDIN Offers early, potent therapy against such 
disabling complications as otitis media, sinusitis, bron- 
chitis to which the patient may be highly vulnerable at 
this time. 

Included in the comprehensive ACHROCIDIN formulation 
are the analgesic components recommended for prompt 
relief of common cold symptoms. 

Adult dosage for ACHROCIDIN Tablets and new, caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 

Available on Prescription Only 

Each tablet contains: 


ACHROMYCIN® Caffeine 30 mg. 
Tetracycline 125 mg. Salicylamide 150 mg. 
Phenacetin 120 mg. Chlorothen Citrate 25 mg. 


zDD LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
= *Trademark 


















_ 
- ‘new high values 


for frozen citrus 


Recent assays by the Wisconsin Alumni Research 
Foundation! reveal frozen citrus juices significantly 
higher in vitamin C than shown by the latest 
U.S.D.A. Handbook (No. 8, 1950), with orange 
juice averaging 20% higher... further proof it is 
the “nutritive equal’? of fresh juice. Recommended 
Daily Allowances for vitamin C as provided 

by frozen citrus juices are shown below. 


Reconstituted frozen Reconstituted frozen 
orange juice grapefruit juice 


75 mg.—normal adults § fl.oz. 62 fl. oz. 


100 mg.—late adoles- 
cence or pregnancy 7 fl. oz. 8 fl. oz. 


30 .—infants t 
1 th aan — 4% tablespoonfuls 


Florida Citrus Commission, Lakeland, Florida 


1. J. Agr. & Food 
Chem. 4:418, 1956. 


2. A.M.A., Coun- 
cil on Foods & Nu- 
trition: J.A.M.A. 
146:35, 1951. 


FLORI DAC nus 


ORANGES * GRAPEFRUIT* TANGERINES 
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“In our opinion, the new contraceptive cream [DELFEN vaginal 
cream], when used alone, is highly spermicidal, and a satisfac- 
tory method of conception control. Its relative simplicity makes 
it very acceptable to the patient.” 
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Good Nutrition and the 
Metabolic Changes of Adolescence 


‘The sharp increase in nutritional requirements during adolescence 
is ascribed to the rapid growth, restless activity, high basal metabolism, 
and increased rate of organ development during this period.!: 2. Nutri- 
ent needs during adolescence are higher than at any other period of 
life’ except for pregnancy and lactation. 


In order to satisfy these extremely high nutritional requirements, 
“protective” foods supplying liberal amounts of protein, vitamins, and 
minerals should predominate in adolescent diets. Such foods include 
meat, poultry, fish, milk, eggs, vegetables and fruits, and whole-grain 
or enriched cereals and enriched bread. Accessory foods commonly 
eaten by adolescents to satisfy emotional needs may provide energy, 
but are commonly responsible for obesity and should not take the place 


of the “‘protective” foods. 


Meat contributes much toward making the daily meals of adoles- 
cents appetizing, ample, and satisfying as well as adequate in protein, 
B vitamins, iron, phosphorus, potassium, and magnesium. Its complete 
protein functions in all physiologic mechanisms utilizing protein— tissue 
growth and replacement, fabrication of enzymes, hormones, and anti- 
bodies, and maintenance of the body’s fluid balance. Its B vitamins 
and minerals take part in many processes of intermediate metabolism 
important in body development. 


1. Toverud, K. U.; Stearns, G., and Macy, I. G.: Maternal Nutrition and Child Health. An Inter- 
pretative Review, Washington, D.C., National Research Council, National Academy of Sciences, 
Bull. No. 123, 1950, p. 115. 

. Proudfit, F. T., and Robinson, C. H.: Nutrition and Diet Therapy, ed. 11, New York, The 
Macmillan Company, 1955, p. 271. 

. Martin, E. A.: Roberts’ Nutrition Work with Children, Chicago, The University of Chicago 
Press, 1954, pp. 231-236 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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‘Sumycin’ is a Squibb trademark 
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Minimum adult dose: 1 capsule q.i.d. 
Each Sumycin capsule contains the 
equivalent of 250 mg. tetracycline 
hydrochloride. Bottles of 16 and 100. 
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the Priceless Ingredienié 
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'‘'SUMYCIN the new phosphate complex of tetracycline 


'SUMYCIN a single antibacterial antibiotic 





‘'SUMYCIN a well tolerated antibiotic 


‘SUMYCIN a true broad spectrum antibiotic 
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RIB-BACK 


To the Profession it has served with undivided responsi- 
bility for so many years... BARD-PARKER has de- 
voted its scientific knowledge and the inimitable skill 
of its craftsmen in developing the finest surgical blade 
possible . . . a blade that meets the demand of the Pro- 


fession for quality and economy. 


The satisfaction of knowing you have chosen the best 


is yours when you use B-P RIB-BACK blades. 


“harp Ask your dealer 


BARD-PARKER COMPANY, INC. 


Danbury, Connecticut 








UNIFORMLY SHARP 
RIGID 
STRONG 


the ‘only’ RIB-BACK BLADE 
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MODANE 


=O | a nutritive 


deconstipant 
which not only relieves 
but also rehabilitates 















Improves peristalsis and 
bowel movement, suggesting 
a selective stimulation of 
the intrinsic nerve plexus— 


Acts as a laxative on the 
large bowel only—does not 
affect motor activity of the 
small bowel. 


Not irritation. 
er a rv mes ap- Acts surely, gently, over- Provides Pantothenic Acid 
. relief plus repair night — without griping. — proven indispensable to 
‘or a ‘atonic bowel. Non-toxic, non-habit- acetyl-choline formation 


forming. and normal bowel function. 


Each tablet of MODANE REGULAR contains Danthron 75 mg. and Calcium Pantothenate 25 mg., 
Danthron to encourage peristalsis, Calcium Pantothenate for rehabilitation of the atonic bowel. 


Dosage ... MODANE REGULAR —one tablet after the evening meal. MODANE 
MILD (half strength, for hypersensitive, pregnant, pediatric and diet-restricted 
patients ) — one pink tablet after the evening meal. MODANE LIQUID (one tea- 
spoonful equals one Modane Mild tablet) —fractional or full teaspoonful, after 
the evening meal. 


THE WARREN-TEED PRODUCTS COMPANY WARREN - TEED 
COLUMBUS 8, OHIO 
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new...improved salicylate therapy in a 


TANDEM RELEASE tablet-— 


vy buffered for improved gastric tolerance 


vy buffered for faster pain relief 


Arthritic patients—the very patients who 
need salicylate therapy most—are least able 
to tolerate salicylates over long periods of 
time without gastric distress. This problem 
is alleviated by Buffered Pabirin Products, 
a new form of salicylate therapy. 


A protective antacid (aluminum hydroxide) 
buffers against gastric irritation...PABA 
potentiates acetylsalicylic acid for optimum 
response. The salicylate also promotes 
production of adrenal cortical hormones. 


for most rheumatoid arthritics 


Pabirin’ 


TABLETS 


Hydrocortisone 

Acetylsalicylic acid (5 gr.) 
Para-aminobenzoic acid (5 gr.) 
yNYotel de] (omr- (eile) 

Dried aluminum hydroxide gel 


300 mg. 
300 mg. 
50 mg. 
100 mg. 






For resistant rheumatics, Buffered Pabirin 
AC Tablets provide the added benefits of 
hydrocortisone. Acetylsalicylic acid reduces 
corticoid dosage and minimizes the risk of 
adrenal atrophy. 


And PABA retards breakdown of hydro- 
cortisone by the liver, thereby prolonging 
the effect of small doses. 


Buffered Pabirin and Buffered Pabirin AC 
Tablets are both sodium and potassium free. 


for resistant rheumatics 


Pabirin’ © 


TABLETS 


SMITH-DORSEY « Lincoln, Nebraska « a division of The Wander Company 































HOW TANDEM RELEASE 
TABLETS WORK 


The outer layer of Buffered Pabirin 
Tablets quickly releases aluminum 
hydroxide for buffering action. PABA 
to potentiate acetylsalicylic acid and 
therapeutic doses of ascorbic acid to 
offset depletion are also in the outer 
layer. 


After the buffering action has started, 
the inner core of Buffered Pabirin 
Tablets, containing acetylsalicylic acid, 
begins to expand. 


The inner core then disintegrates 
rapidly and permits fast absorption of 
the acetylsalicylic acid. 


Buffered Pabirin AC Tablets release, in 
addition, hydrocortisone from the core. 


Buffered Pabirin Tablets 


Dosage. Two or three tablets 3 or 4 times 
daily. In rheumatic fever three to five 
tablets 4 or 5 times daily. 


Buffered Pabirin AC Tablets 
Dosage: I\nitially, one or two tablets 4 
times daily, after meals and on retiring. 
Reduction of dosage should be gradual; 
never stop therapy abruptly. 


2-STAGE DISINTEGRATION 
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e increased range of motion 


e faster pain relief 








Gives little boys big memes 





CYANOCOBALAMIN (CRYSTALLINE VI TAMIN Bi2) 


When appetites lag, REDISOL as a dietary supplement will 
often stimulate new interest in food. Weight gain follows in- 
creased food intake. Cherry-flavored REDISOL Elixir and sol- 
uble REDISOL Tabiets readily mix with liquids. 


—) 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc , PHILADELPHIA 1, PA. 





neomycin and ethamicort 








I 0.5% ethamicort (MAGNACORT). 


brand of ethamicort 





In 1/2-0z. and 1/6-oz. tubes, 0.5% ethamicort (hydrocortisone ethdmate hydrochloride). 


ideal... CY) © when dermatoses are in bloom 


NEO- MAGNACORT 


topical ointment 
NEOMYCIN-+ the first water-soluble dermatologic corticoid 


| outstanding availability, penetration, therapeutic concentrations and potency 
| — without systemic involvement. In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 





for inflammation without infection MAGNACORT ‘topical ointment 


PFIZER LABORATORIES (Pfizer Division, Chas. Pfizer &Co., Inc. Brooklyn 6, New York 


* Trademark 
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FOLIC ACID 


Primary agent in megaloblastic 
anemia of pregnancy and infancy, 
achrestic anemia and sprue. 
Reinforces By. in other 
macrocytic anemias. 












NON-INHIBITORY 
INTRINSIC FACTOR 


Essential to the assimilation of 
oral By in pernicious and other 
macrocytic anemias. 


IRON 


Primary agent in microcytic 

anemia due to iron deficiency. 
Is more active when vitamin C 
is present. 


VITAMIN B,, 


Primary agent in pernicious 
and nutritional macrocytic 
anemia, but is not 
assimilated orally without 
intrinsic factor. Reinforces 
folic acid in other 
macrocytic anemias. 


VITAMIN C 


Potentiates iron in microcytic 
anemia and folic acid in 
macrocytic anemias. 


Designed for hematinic potentiation 


No wasted dosage with proNEMIA—each factor is present in the specific 
amounts required for true hematinic potentiation. Only one capsule daily for full 
oral therapy in any treatable anemia. (When divided dosage of this 


formula is preferred prescribe PERIHEMIN® Hematinic, 3 capsules daily). 


* 
‘ 

Each pronemia Capsule contains: 
Vitamin B,. with Intrinsic 

Factor Concentrate 1 U.S.P. Oral Unit 
Vitamin B,, (additional ) 15 mcegm. 
Powdered Stomach 200 mg. 
Ferrous Sulfate Exsiccated 400 mg. 
Ascorbic Acid (C) 150 mg. 
Folic Acid 4 mg. 


HEMATINIC LEDERLE 


> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U. S. Pat. Off, 


June 1957 






your difficult rheumatic patient...on the job agai 











for the patient who does not require steroids 


PABALATE | | 


| Reciprocally acting non-steroid antirheumatics | 
..-more effective than salicylate alone. 








In each enteric-coated tablet: 


gS a 0.3 Gm. (5 gr.) | 
' Sodium para-aminobenzoate .........+4e6-s 0.3 Gm. (5 gr.) 
; Ascorbic acid. 2. 2 2 2 2 2 ee ee ee we we ee ewe ee 50.0 mg. , 


for the patient who should avoid sodium | 


| PABALATE’- Sodium Fre 


Pabalate, with sodium salts replaced by potassium salts. 


In each enteric-coated tablet: ‘ 
PC Ok tae eee ee we 0.3 Gm. (5 gr.) 
Potassium para-aminobenzoate ........... 0.3 Gm. (5 gr.) 





CUED eK Oye CTH ORC HK HOD BD HS 50.0 mg. | 











for the patient who requires steroids 


PABALATE’-HC = 


(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic combination of steroid 

and non-steroid antirheumatics...full hormone effects 
on low hormone dosage...satisfactory remission 

of rheumatic symptoms in 85% of patients tested. 


In each enteric-coated tablet: 
Hydrocortisone (alcohol) 
Potassium salicylate 

Potassium para-aminobenzoate 
Ascorbic acid 


Steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


b 
( ) In S A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA Ethical Pharmaceuticals of Merit since 1878 
A 
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MONDAY, SEPTEMBER 30 


WM. F. MENGERT, M.D. 
Prof. of OB & Gyn., U. of Ill. College of Medi- 
cine, Chicago 

“The Toxemias of Pregnancy" 


WALTER G. MADDOCK, M. D. 
Prof. of Surgery, Northwestern U. Med. School, 
Chicago 

“Cancer of the Breast’’ (Clinic) 


LESTER W. PAUL, M.D. 
Prof. of Radiology, Univ. of Wis. Med. School, 
Madison 
“Some Fundamentals in X-Ray Examination of the 
Chest"’ 


E. R. RYNEARSON, M.D. 
Prof. of Med., Mayo Foundation Grad. School, 
Rochester, Minn. 
“Differential Diagnosis Between True Hyperinsulinism 
and Functional Hypoglycemia” 


Symposium on ‘‘What'’s New In. . ." 
Obstetrics: WILLIAM F. MENGERT, M.D., Chicago 
Surgery: WALTER G. MADDOCK, M.D., Chicago 
Steroids: E. R. RYNEARSON, M.D., Rochester, 

Minn. 


HENRY G. SCHWARTZ, M. D. 
Prof. of Neurosurgery, Washington U. Medical 
School, St. Louis 

Clinic on Neurosurgery 


GORDON B. MYERS, M.D. 
Prof. of Medicine, Wayne Univ. College of Med., 
Detroit 

“Treatment of Refractory Congestive Failure’ 


EUGENE TRAUB, M.D. 
Prof. of Dermatology, N. Y. College of Med., 
New York City 
“The Treatment of the Vascular Pigmented Nevi, and 
Their Prognosis” 


C. ROLLINS HANLON, M.D. 
Dir., Dept. of Surgery, St. Lovis Univ. Medical 
School 
“Diagnosis and Treatment of Constrictive Pericardi- 
tis’ 


Speaker to Be Announced 


HENRY W. BROSIN, M.D. 
Dir., Dept. of Psychiatry, U. of Pittsburgh School 
of Medicine 
“Characteristic Personality Patterns Seen in General 
Practice’’ 


Symposium on “TRAUMA" 
“Treatment of Head Injuries’: HENRY G. SCHWARTZ, 
M.D., St. Louis 
“Crushing Injuries of the Chest’: C. ROLLINS HAN- 
LON, M.D., St. Louis 
“Injuries of the Extremities'’ 
Chicago 
“Reconstructive Surgery Associated with Trauma” 
WAYNE SLAUGHTER, M.D., Chicago 


: JAMES K. STACK, 


TUESDAY, OCTOBER 1 


8:30 a.m. JAMES K. STACK, M.D. 
Assoc. Prof. of Orthopedic Surg., Northwestern 
Univ. Medical School, Chicago 
Clinic on Orthopedic Surgery 
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8:45 


JAMES CULBERTSON, M.D. 
Prof. of Medicine, State Univ. of lowa, lowa City 
“Drug Therapy of Cardiac Arrhythmias” 
JUSTIN J. CORDONNIER, M.D. 
Prof. of Urology, Washington Univ. School of 
Med., St. Louis 
“Obstructive Uropathy and Urinary Tract Infections 
in Children" 
ROBERT J. HUEBNER, M. D. 
Chief, Lab. of Infectious Diseases, Natl. Inst. of 
Health, Bethesda, Maryland 
“Clinical Importance of ‘New' Respiratory Viruses” 
H. G. KOBRAK, M.D. 
Prof. of Otological Research, Wayne Univ. Col- 
lege of Med., Detroit 


“Principles and Possibilities in the Treatment of 
Deafness"’ 


RICHARD B. CATTELL, M. D. 
Director, Lahey Clinic, Boston 

“Carcinoma of the Large Intestine’’ (Clinic) 

J. P. NESSELROD, M. D. 
Asst. Prof. of Surgery, Northwestern University 
Medical School, Chicago 

“Too Much 16 c.m. Proctoscopy"’ 

T. S$. DANOWSKI, M.D. 
Prof. of Research Medicine, Univ. of Pittsburgh 
School of Medicine 

“Electrolytes and Nutrition’ 

NEWELL PHILPOTT, M.D. 
Prof. of OB & Gyn., McGill U. Faculty of Med., 
Montreal, Canada 

“Abnormal Vaginal Bleeding at the Menopause” 

JOHN ADRIANI, M.D. 
Clinical Prof. of Surgery, Louisiana State Univ., 
New Orleans 

“Accidents Following the Use of Local Anesthetics” 

AUSTIN CHINN, M.D. 
Assoc. Prof. of Medicine, Western Reserve Univ., 
Cleveland 


“Special Medical Problems in the Care of the Elderly 
Patient"’ 


Speaker to Be Announced 


Symposium on “The Proper Selection of Cases for 

Heart Surgery” 

HENRY SWAN, M. D. 

+ Prof. of Surgery, Univ. of Colorado School of 
Medicine, Denver 


S. GILBERT BLOUNT, M.D. 
Assoc. Pi of. of Med., Univ. of Colorado Med. 
Center. Jenver 
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WEDNESDAY, OCTOBER 2 


LEWIS J. DOSHAY, M. D. 
Asst. in Neurology, Coll. of Physicians & Sur- 
geons, N. Y. City 
“Team Work in the Treatment of Parkinson's Dis- 
ease” (Clinic) 


8:30 a.m. 


9:00 a.m. ROBERT M. ZOLLINGER, M. D. 

Prof. of Surgery, Ohio State Univ., Columbus 
“Late Postoperative Problems Following Radical Sur- 
gery of Stomach & Pancreas" (Clinic) 
HERBERT E. SCHMITZ, M. D. 


Prof. of OB & Gyn., Stritch School of Medicine, 
Loyola University, Chicago 


“Non Operative Treatment of Cervical Carcinoma” 


11:00 a.m. WILLIAM F. ASHE, M. D. 


Prof. of Preventive Medicine, Ohio State Univ., 
Columbus 


**General Practitioner: Part-Time Industrial Physician" 


11:30 a.m. ROBERT KARK, M.D. 


Prof. of Medicine, Univ. of Ill. College of Medi- 
cine, Chicago 


Clinic on Kidney Disease 


1:30 p.m. F. BRUCE FRALICK, M.D. 


Prof. of Ophthalmology, Univ. of Michigan, Ann 
Arbor 


“Emergency Treatment of Eye Injuries" 


2:00 p.m. ALTON OCHSNER, M. D. 


Prof. of Surgery, Tulane U. School of Medicine, 
New Orleans 


“Neoplasia of the Thyroid’ (Clinic) 


3:00 p.m. TAGUE CHISHOLM, M.D. 


Clin. Asst. Prof. of Surgery, Univ. of Minnesota, 
Minneapolis 


“Thoracic Surgical Emergencies in the Newborn" 


3:30 p.m. HARRY F. DOWLING, M.D. 


Prof. of Medicine, U. of Ill. College of Medicine, 
Chicago 
“When Can Combinations of Antibiotics Be Used?"’ 


4:30 p. m. 


WALTMAN WALTERS, M. D. 
Prof. of Surgery, Mayo Foundation Grad. School, 








Rochester, Minn. 


GEORGE HALLENBECK, M. D. 


Assoc. Prof. of Surgery and Physiology, Mayo 
Foundation Grad. School, Rochester, Minn. 
“Surgical Lesions of the Upper Abdomen" {Clinic) 


June 1957 









5:00 p.m. 


BRAM ROSE, M. D. 
Prof. of Medicine, McGill Univ. Faculty of Medi- 
cine, Montreal, Canada 
“Clinical Management of the Allergic States, with 
Special Reference to Long-Term Steroid Therapy'’ 


ANNUAL DINNER 


Speaker: KENNETH McFARLAND, Ph.D., Topeka, Kansas 
(Sponsored by General Motors) 
“Ropes of Gold" 
Musical Entertainment Special Citations 


THURSDAY, OCTOBER 3 


8:30 a.m. C. HENRY KEMPE, M. D. 
Prof. of Pediatrics, Univ. of Colorado School of 
Medicine, Denver 
“A Rational Approach to Antibiotic Therapy of Child- 
hocd Infections” 
9:00 a.m. WARREN H. COLE, M.D. 
Prof. of Surgery, U. of Ill. College of Medicine, 
Chicago 
“Current Trends in the Treatment of Cancer"’ 
9:30 a.m. GEORGE PACK, M.D. 
Clinical Prof. of Surgery, N. Y. Univ. College of 
Medicine, N. Y. City 
‘Moles and Melanomas" 
11:00 a.m. E. HARRY BOTTERELL, M.D. 
Assoc. Prof. of Surgery, U. of Toronto, Toronto, 
Canada 
“A Neuro Surgeon Looks at ‘Strokes’ '’ (Clinic) 
11:30 a.m. M. EDWARD DAVIS, M. D. 
Prof. of OB & Gyn., Univ. of Chicago Medical 
School 
“Teen Age Problems of the Menses"’ 
1:30 p.m. HOWARD RUSK, M. D. 
Prof. of Med. & Rehab., N. Y. Univ. College of 
Medicine, N. Y. City 
“Rehabilitation of the Severe Paralytic’’ (Clinic) 
2:00 p.m. OVID O. MEYER, M.D. 
Prof. of Medicine, U. of Wisconsin Med. School, 
Madison 
“Use of Anti-Coagulants in the Treatment of Cor- 
onary Artery Disease” 
3:30 p.m. JOHN H. TALBOTT, M.D. 
Prof. of Med., U. of Buffalo School of Medicine, 
Buffalo, N. Y. 
“Gout and Collagen Disease’ (Clinic) 
3:30 p.m. NORMAN B. ROBERG, M.D. 


Assoc. Prof. of Med., U. of Ill. College of Med., 
Chicago 
“The Pathogenesis and Sequelae of Deep Venous 
Thrombosis" 


oo 8 


Any physician desiring complefe information on this program, 
including entertainment for wives, can secure same by writing: 


INTERSTATE POSTGRADUATE MEDICAL 
ASSOCIATION OF N.A. 


Box 1109, Madison 1, Wisconsin 


Programs will be available after August 1, 1957 


If you have attended an Interstate meeting in the last five 
years or reside in Illinois, lowa or Wisconsin a program will 
be sent you prior to August 15. 




















MERCK SHARP & DOHME 


announces an important 


new “psychotropic’’ agent 


fs 


‘SUAVITIL’ 





An entirely new approach to the medical problem of mild 
anxiety states, tension, depression and compulsion. 


‘SUAVITIL’ relieves anxiety without producing depression 
or drowsiness ...assists patients to deal more construc- 
tively with the situations which produced such anxiety. 


SUAVITIL’ differs fundamentally from any 
of the substances currently used in this field. 
‘SUAVITIL’ has been reported to be, in many 
cases, the only agent indicated in the treat- 
ment of depression. 


‘SUAVITIL’ causes no euphoria and leaves the 
quality of thinking virtually unchanged. It im- 
poses no sedation and has no hypnotic effect, 
although it relieves sleeplessness by reducing 
repetitive thinking (futile rumination). 


What it is 


‘SUAVITIL’ (benactyzine hydrochloride) is a 
centrally acting psychotherapeutic agent with 
selective activity on various functions of the 
brain. It is believed to act essentially by in- 
hibiting the transmission of nerve impulses 
between neurons. 


‘SUAVITIL’ may best be described as an anti- 
phobic, antiruminant, “mood normalizer”. It 
has been extensively used in England and Den- 
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mark, and clinicians report that it effectively 
relieves tension, anxiety and depression in a 
majority of their psychoneurotic patients. Sub- 
jective benefits have been described by pa- 
tients in the following terms: “I feel calm”; “It 
is a feeling of well-being”; “I feel soothed”.' 


What it does 


‘SUAVITIL’ offers a new and specific type of 
neurochemical treatment for the patient who 
is disabled by anxiety, tension, depression, or 
obsessive-compulsive manifestations—whether 
the anxiety is founded in fact or whether it has 
become a neurotic state, out of proportion to 
environmental stimuli. 


Absorption and tissue distribution 


‘SUAVITIL’ is well absorbed and rapidly dis- 
tributed in all tissues. However, except for 
CNS tissue it is rapidly metabolized out of all 
other tissues. Onset of effect is rapid, within 
20 to 30 minutes. 
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Essentially nontoxic 


No toxic ¢{fects have so far been reported in 
300 clinical cases taking up to 40 mg. a day 
for several months. In man, single oral doses 
as high as 90 mg. have been taken without evi- 
dence of toxic effects. Chronic toxicity studies 
in animals have shown no signs of drug tox- 
icity. Urine, plasma, liver and heart studies 
have all been within normal limits. 


Indications 


SUAVITIL’ Tablets are specifically recom- 
mended in the treatment of mild anxiety states 
associated with obsessive-compulsive reac- 
tions. The efficacy of “SUAVITIL’ in these in- 
dications is unique. Some “tranquilizers” not 
only are of limited or no value but in many 
cases are contraindicated because they may 
produce or deepen depression.” 


SUAVITIL’ is of value in the treatment of 
mild anxiety, tension and depression, accom- 
panying functional disorders such as dysmen- 
orrhea, the menopause, psychosomatic disor- 
ders of the gastrointestinal tract, psychogenic 
asthma, compulsive drinking, various derma- 
toses, preoperative apprehension and inade- 
quate personality. 


SUAVITIL’ may often be useful when used 
together with other agents in the total man- 
agement of psychoneurosis. 


SUAVITIL’ has a subtle action. Since the on- 
set of the drug’s effect is smooth and without 
major emotional upheaval, the patient must 
be evaluated objectively for favorable re- 
sponse. In contrast, disorientation, confusion, 


4 
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and neurological disturbances are frequently 
encountered in association with the adminis- 
tration of “tranquilizers”. These changes may 
occur abruptly, and cause discomfort and em- 
barrassment to the patient. 


Recommended Dosage — Initially, one tablet 
(1.0 mg.) three times a day for two or three 
days. This dosage may be gradually increased 
to 3 mg. three times a day until beneficial re- 
sults are obtained. These results may appear 
soon after initiation of therapy or they may be 
delayed for a week or two. 


When ‘SUAVITIL’ is given to replace a bar- 
biturate, the barbiturate should be gradually 
withdrawn over a period of four to seven days 
to enable the effect of ‘“SUAVITIL’ to become 
established. No addiction or withdrawal symp- 
toms have been observed with ‘SUAVITIL’. 
Mild atropine-like side effects may be encoun- 
tered early in treatment, but are inconsequen- 
tial and disappear rapidly. 


‘SUAVITIL’ like other anticholinergic agents, 
should not be used in conditions such as glau- 
coma. It should be administered with caution 
for conditions other than those specifically 
mentioned under “indications” above. 


Supplied 


‘SUAVITIL’ (benactyzine hydrochloride) is 
supplied in bottles of 100 scored tablets, each 
tablet containing 1.0 mg. of benactyzine hy- 
drochloride. 

References: 1. Davies, E. Beresford: A new drug to relieve anxi- 
ety, Brit. M. J. 1:480 (March 3) 1956. 2. Alexander, L.: Thera- 


peutic process in electroshock and the newer drug therapies, 
J.A.M.A. 162:966 (Nov. 3) 1956. 


*SUAVITIL’ is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


‘DIVISION OF MERCK apo. INC. PHILADELPHIA 1, PA. 
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Relaxes 
without 
impairing 
mental 

or physical 
efficiency 


... well suited 
for 


prolonged therapy 
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_ “The primary finding of these studies is that 
‘=a Meprobamate [‘Miltown’] alone... produces 
no behavioral toxicity in our subjects as 
measured by our tests of driving, steadiness 
and vision.” 





Marquis, D. G., Kelly, E. L., Miller, J. G.., 
i Gerard, R. W.and Rapoport, A.: Ann. 
6» Vew York Acad. Sx 67:701, Vay 6,19 


ie? 





(ex “Since it [meprobamate—‘Miltown’] does 
not cloud consciousness or lessen intellectual 
capacity, it can be used . . . even by those 
busily occupied in intellectual work.” 


Keyes, B. L.: Pennsylvania M. J. 60:177, 
Fe b. 1957. 





“«_,.the patient never describes himself as 
feeling detached or ‘insulated’ by the drug 
[‘Miltown’]. He remains completely in 
control of his facuities, both mental and 
physical...” 

Sokoloff, O. J.: A.M.A. Arch. Dermat. & Sy) 


74:393, Oct. 1956. 


“ “It [‘Miltown’] . .. does not cloud the 
~ gensorium, and has a helpful somnifacient 
effect devoid of ‘hangover’.” 


Kessle) > L. N. and Barnard, i. D.: M. Tin es 
84: 431, April 1956. 


“In anxiety and tension states, meprobamate 
> ' relaxes without dulling cortical function 


“<< to the same extent as the commonly-used 
barbiturates.” 
Rindsh pt, W., Ravreby, M., Gutenkauf, ¢ 


and Sands, S.1 J. lowa M.S 
, 


INTRODUCED 
BY 
WALLACE 
LABORATORIES 


2-methy!l-2-n-propyl-1, 3-propanediol dicarbamate—U.S. Patent 2,724,720 


TRANQUILIZER WITH MUSCLE-RELAXANT ACTION SUPPLIED: 400 mg. scored tablets 
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200 mg. sugar-coated tablets 
USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 


Literature and samples available on request 


(f/ WALLACE LABORATORIES, New Brunswick, N. J 


CM-5102 
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A monthly service dealing with the basic problems 
of mcreasing your net income and building personal 


capital .. . in the face of today’s high tax structure Jd UME. 7:9 S 7 


By Use Of Short Term Trust - the doctor may be able to 
secure tax benefits and savings for himself and for his family. 
In a broad sense, a short term trust is one which continues for a 
few years, income paid to beneficiary or beneficiaries during 
that period. When the trust ends, trust property goes to some- 
body else. Under changed tax law, trust property might even 
come back to the individual who created the trust without adverse 
tax consequences - if trust is to continue for 10 years or more. 

For the successful doctor, the short term trust could 
mean real savings for his family. Investment return he receives 
from property holdings is subject to a heavy tax when added to 
professional income. By use of the short term trust he can re- 
duce tax by shifting some of that income to a family member. 
During the term of the trust, that income would be subject to very 
small tax, if any. And at the end of 10 years or so, when the 
trust ends, the doctor gets his property back. 





How Much In Tax Savings - Assume doctor sets up a 
trust for his 10-year-old son, trust to continue until the son 
reaches 21. At that time accumulated income is to be given to 
the son, trust property come back to the father. If trust prop- 
erty produces $1,000 income a year, what income tax savings 
result from transfer? The following table shows what the father 
would keep each year on $1,000 extra income if he didn't make a 
transfer, how much more (due to tax savings) is kept within the 
family unit for the benefit of the son on trust transfer. 





- On $1,000 Income - 











Father's Father keeps Taxes saved 
income after taxes on transfer 
$ 10,000 $ 740 $ 198 
15,000 700 238 
20,000 640 298 
30, 000 530 408 


40,000 470 468 














For the doctor with $10,000 income, transfer increases 
the after tax return for family by 26%. In the case of a doctor 
with $40,000 income, trust transfer increases after tax return by 
100%. 


So Your Son Intends To Go To Medical School - He grad- 
uates this June and has already been admitted to medical school, 
With graduate school, internship, residency, and then time to 
establish himself professionally (even if he joins you in your 
practice) it may take son, some 10 years to really get on his feet. 
During that time, you can afford to and intend to contribute to his 
support. If you set aside $2,000 of your pre-tax income and you 
have income of $30,000 a year, after taxes you'll only be able to 
give him $1,140. But if you set up a short-term trust - one for 
10 years - and transfer income producing property sufficient to 
yield $2,000 a year, you could increase the amount going to him 
- without any additional sacrifice - to $1,758. That's an increase 
of $618 which he receives - or roughly $12 a week more. 





Furnishing A Nest Egg For A Minor Child - You can use 
a short term trust to give that payoff when he or she becomes an 
adult. Do you remember the early days of your marriage and 
financial difficulties you were faced with from time to time? An 
emergency cash fund would have come in very handy then, Ata 
comparatively small cost to yourself, you may be able to create 
such a fund for your child, 

Your daughter is now 7. You transfer $2,000 yielding 
about 5% - $100 a year to a trust for 10 years. Income is to be 
accumulated within trust for your daughter until she is 18. Then, 
accumulated income is to be distributed to her if she marries and 
if not, when she reaches 21. Within the trust, the income will 
compound with minimum tax for your daughter's benefit while it 
might be subject to a heavy tax in your hands. If you had income 
of $25,000, an extra $100 of income would shrink to $57 after 
taxes. But that same income would not be subject to tax within 
the trust. You give up $57 to give your daughter $100. 





In Using A Short Term Trust For Family Savings - be 
sure to comply with the new tax rules. Otherwise, the savings 
sought will be lost. You must transfer property which will pro- 
duce the income to the trust. That will bar you from assigning 
fees due from a patient to the trust. There, you'd only be shifting 
income. But if you transfer stock to the trust, you'd be trans - 
ferring property (stock) and also validly shifting income (dividends 
produced by the stock). : 

You also are barred from using the trust to discharge a 
legal obligation of support. . Your widowed mother is completely 
dependent upon you. If you set up a trust, income to be used for 
her support, that income will remain taxable to you. 
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Is A Medical Intern Attending School? We understand 
Treasury is taking position that he isn't. Suppose your son is 
following in your footsteps and will graduate from medical school 
this month. Do you lose dependency credit for him this year? 
Not necessarily. 

In usual situation, son will not start internship until 
July 1. Before that he will have been in full time attendance at 
medical school for 5 calendar months. So if you meet chief sup- 
port test (and it will be the unusual situation where you will not 
meet such test), he'll still be a dependent. That's so even if in- 
come from intern services exceeds $600 over remainder of year. 





It Is The Doctor's Reputation And Professional Skill - 
which is important, not the equipment, such as A-ray machines, 
etc. he uses, That's the position of the Internal Revenue Service. 
And that position bars a tax benefit one tax-conscious doctor 
sought for the medical profession, 

Involved was the retirement income credit which can 
have a tax value of $240 for the individual 65 or over. However, 
such individual does not have to be retired in order to secure 
some benefit from the retirement income credit. As long as 
earned income doesn't exceed $1,200, some tax benefit is avail- 
able. So a doctor made this novel suggestion. 

Where equipment is a material factor in producing earned 
income, only 30% of such income must be taken into account. 
Under this theory, a doctor, who is substantially reducing his 
professional activities, could earn $4,000 before the retirement 
income credit would be lost in its entirety. But the Internal 
Revenue Service says that equipment doesn't make the doctor; it 
is his skill, knowledge and reputation. 

In the future, comparatively few individuals will benefit 
from the retirement income credit because increased Social 
Security payments will have the effect of eliminating it in its 
entirety. The doctor is an exception; he does not come within 
Social Security coverage. 

Note for the older doctor: At age 72, it doesn't make 
any difference what income you receive from your practice. Such 
income does not deprive you of the retirement income credit re- 
gardless of the amount of such income. 





* * K K 


If Your Savings Program Includes Series E Bonds - you 
may wonder what effect new interest rates have or present hold- 
ings. The government has increased interest rates to 3-1/4% on 
Series E bonds which are held to maturity, But the new interest 
rate applies only to bonds acquired after February 1 this year, It 
does not apply to any bonds purchased on or before January 3l. 

Should you cash in bonds purchased before January 31 to 
secure advantage of higher interest rate on new bond purchases ? 
Not on any bond that is 2-1/2 years old or older, Here's why. 


























Say you purchased a bond back in 1954, In the first 
year, it earned 1.6% interest. But thereafter the interest rate 
continues to increase so that on the maturity of the bond you would 
have earned annual interest of 3% over period from purchase to 
maturity. Any bond that is 2-1/2 years old or older will earn 
more than 3-1/4% on its current redemption value as it grows to 
maturity. So on such bonds, it will not pay to cash them in to 
purchase new Series E bonds. 


If Direct Investment In Oil Scares You - because of risk, 
don't overlook indirect investment. When you purchase stock in 
a producing oil company, you also get tax shelter although not to 
the same extent as on a direct investment in a drilling venture. 

Earnings of an oil company also receive tax protection 
from percentage depletion which leaves greater cash earnings 
available for dividend distribution to stockholder or increased 
capital gain potential. Take Sun Oil which is often recommended 
as an attractive investment for individuals in the higher tax 
brackets. Stock also has investment appeal for the investor with 
lower income who is investing to hold for growth. 

Since 1953, tax offsets against income from depletion 
and depreciation deductions have been running about $10 a share 
annually. In form of tax deferment, those deductions have a 
current value of $5.20 a share to be used for dividends or com- 
pany expansion, 

Company actually follows an earnings retention policy. 
Last year on reported net earnings of $5.22 a share it declared 
a dividend of $1 cash and 6% in tax free stock. Tax deductions 
which generate substantial cash earnings are reinvested and not 
distributed to stockholders. But for any investor, particularly 
the high bracket investor, cash dividends lose much of their 
appeal after tax bite. Even for the investor in the lowest tax 
bracket, $1 in cash dividends shrinks 16¢ after tax bite, leaving 
only 84¢ to reinvest for future growth. By retaining earnings, 
Sun builds up equity value potential without such tax dilution. 
Ultimately, that promises increased, tax-favored capital gain 
return to investor on subsequent sale. 





If You Live In A Rapidly Growing Community - don't over- 
look profit possibilities in unimproved real estate. Even if you 
later subdivide property for profitable sale, first 6 sales yield 
capital gain; on additional sales, any profit in excess of 5% of 
sales price also gets such tax favored treatment. 

You, with $25,000 income, invest $5,000 in real estate. 
While you are holding property for profitable sale, you'll have 
costs: a $250 return previously received on $5,000 converts to 
$142 after-tax income loss and $200 carrying charges to $114 even 
after tax deduction. But if your property appreciates in value at a 
6.8% annual rate (less than the average real estate growth rate of 
the last few years), you'll come out ahead - even after such carry- 
ing charges and taxes. On $35,000 income, you'd need a 6% rate. 
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Acute 
inflammation 


Note spread of suppuration throughout 
the tissues and a marked swelling from 
surrounding edema. 


Note regression of edema, swelling and 
acute inflammation after starting 
Chymar therapy. 


the newest and SAFEST 
anti-inflammatory agent 
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hymar 


What it is... 


Chymar is a suspension of the 
proteolytic enzyme chymotrypsin in oil, 
for intramuscular use. 


What it does... 


Chymar reduces and prevents inflammation 
irrespective of cause; reduces and prevents 
edema of inflammatory and 

traumatic origin; reduces pain; hastens 
absorption of blood and lymph effusions; 
restores circulation; promotes healing. 


Why CHYMAR is so safe... 


It causes no undesirable local or 

systemic reactions; has no known 
contraindications—no known 
incompatibilities; has no influence on 
blood clotting mechanism; does not 
spread infection, but augments the action 
of concurrently used antibiotics. 


Indications... Prophylactic and 
Therapeutic 


Chymar is indicated in all conditions 

in which inflammation and edema 

retard healing. 1) Accidental injuries: 

Black eyes, bruises, hematomas, wounds, 
burns, sprains, fractures, bursitis. 

2) Surgery: Biopsies, cellulitis, hernia repair, 
hemorrhoidectomies, G. I. surgery 

(to prevent edema and hematomas at 

site of anastomosis), mammectomies, 
orchitis, epididymitis, prostatitis, phlebitis, 
thrombophlebitis, skin ulcers (as an 

adjunct to Tryptar Antibiotic Ointment). 
3) Obstetrics: Breast engorgement 
(postpartum), cephalohematoma, 
episiotomies. 4) Eye Diseases: Inflammation, 
trauma, edema, hematomas (blood in 
anterior chamber), pre- and postsurgically. 


Supply: 5 cc. vials. Each 1 ec. contains 5000 units 
of proteolytic activity. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 





Requisites 


EFFECTIVE , LAXATION | 
| 
| 












| PHOSPHOS-SODA (Fleet)... 
ran gentle, prompt, thorough and a 
laxative of choice for over 60 years. 


Taken on an Empty Stomach... 
at least 30 minutes before any meal, 


but preferably before breakfast. 


Amply Diluted with Water... 
Mix required dose with one half glass 
of cold water, follow with additional water. 


SUGGESTED DOSAGE As a mild eliminant, two 
teaspoonfuls before a meal. For more pronounced 
hydragogue action, four teaspoonfuls before breakfast. 


| Children: Ten years or older, one half the adult dose; 

| five to ten years, one quarter the adult dose. 

Phospho-Soda (Fleet) is a solution containing 

per 100 cc., Sodium Biphosphate 48 Gm. and Sodium 

Phosphate-18 Gm. 

| In preparing for colonic surgery, preoperative adminis- 
tration of neomycin plus cleansing with Phospho-Soda 

| 


(Fleet) suppresses intestinal bacteria.” 
(1) Davis, J.H. et al., Surgery, 35:434, 1954 











md LOL] od fet ye] ayy 


| (Fleet) 
C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet 2 Enema Disposable Unit. 
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NOW-—the unequalled advantages of K,—orally 


Tablets 


MEPHYTON. 


(VITAMIN K}, MERCK) 





“*... vitamin K, is more effective than any other 


agent now available in combating drug-induced 
hypoprothrombinemia.’’! “‘Vitamin Ki appears to 
be equally effective by the oral or intravenous 
route.’’2 Beneficial effects are apparent in 6to10 
hours following oral use. 


Supplied: Oral MEPHYTON—tabiets of 5 mg. of vitamin K 1, in bottles of 100. Emulsion of MEPHYTON 
—in boxes of six l-cc. ampuls, 50 mg. of Ki per cc 


References: 1. Gamble, J.R., et al. Arch. Int. Med. 95:52, 1955. 2. Gamble, J.R., et al J Lab. & 


Clin. Med. 42:805, 1953 
mo 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.,INC. PHILADELPHIA 1, PA. 
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- 
DecacuTin®, 


SQUIBB & SQUIBB QUALITY—THE PRICELESS INGREDIENT four") of 
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e Delay in wound healing 


e Changes in peripheral blood picture 
With No Danger Of' e Hemorrhage, hematoma aed petechiae 

e Granulomas at injection site 

e Chills, cyanosis or allergic reaction 

e Aggravation of infection 


VARIDASE 


° Streptokinase-Streptodornase Lederle 
intramuscular 


Intramuscular VARIDASE accelerates resolution of inflammation 
at almost any site in the body. Provides unsurpassed proteolytic 
therapy in many inflammatory conditions such as: trauma; abscesses; 
cellulitis; thrombophlebitis; epididymitis; decubitus; diabetic and 
varicose ulcers; hemarthrosis; iridocyclitis; and sinusitis. 


Easy-to-prepare—Simple mixing instructions in the package 
literature 


Easy-to-use—Water soluble—(no oil)—minimizes injection pain 
... eliminates oil-sensitivity reactions 


1. Miller, J. M.; Surmonte, J. A.; Ginsberg, M., and Ablondi, F. B.: Post- 
graduate Medicine 20:260 (Sept.) 1956. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


"Reg. U. S. Pat. Off 
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ideal... OL when dermatoses are in bloom 


NEO-MAGNACORT 


neomycin and ethamicort 


topical ointment 
NEOMYCIN + the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 
— without systemic involvement. In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT), 


for inflammation without infection MAGNACORT topical ointment 


brand of ethamicort 
In 1/2-0z. and 1/6-oz. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES (Pfizer) Division, Chas. Pfizer &Co.,Inc. Brooklyn 6, New York 


* Trademark 




















the sreatest . 

J | If you Change 
name | 
in accident | YOUR ADDRESS 
and health | Won't you please notify us 


as far in advance as possible. 


INSUYANCE... 


Mutual, GS 


OF OMAH 


Send your old address to- 


gether with the new. 





Copies mailed to your old 


*: 





address will not be forwarded 
by the Post Office unless you 


provide the Post Office with 





HOME OFFICE: OMAHA, NEBRASKA ¥ the forwarding fee. 
CANADIAN HEAD OFFICE: TORONTO 
V. J. SKUTT, President Send*your change of address to 





POSTGRADUATE MEDICINE 
Essex Bldg., Minneapolis 3, Minn. 


More Than 800 Million Dollars 
Paid in Benefits 
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will her arms be filled this time? 


One or two of your next 10 pregnant patients 
may abort. To help these aborters maintain their 
pregnancy, Nugestoral® supplies five agents known 
to contribute to fetal salvage. Three Nugestoral 
tablets per day throughout gestation will 


help bring your abortion-prone patients to term. 


new for the abortion-prone patient 


NUGESTORAL 


Each tablet contains ethisterone (Progestoral®), 15 mg; hesperidin complex, 
175 mg; ascorbic acid, 175 mg; sodium menadiol diphosphate (vitamin K analogue), 


2.0 mg; dl, alpha-tocopherol acetate, 3.5 mg. In packages of 30 tablets. 


ORGANON INC. Orange, New Jersey 
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now! 
two sizes 


BAND-AID BUTTERFLY CLOSURE! 


TRADE MARK 


surface closures for small wounds 






BAND-AID 
BUTTERFLY CLOSURE 


: ; actual size 
ium Size 


DOE 


BAND. 
BUTTERFLY CLOsype 


large Size 


STERRE ... 
7 ready for instant use 


Non-adhering center section 
prevents sticking to the wound. 


Super-Stick adhesive firmly 
holds wound edges together. 


(ot WWonl alo tows OW 


© J&J 1957 
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My patients complain that 
the pain tablets I prescribe 
are too slow-acting... 

they usually take about 

30 to 40 minutes to work. 


Why don’t you try 

the new codeine derivative that’s 
combined with APC for faster, 
longer-lasting pain relief? 


. aM n CA L how wana : ae 
COLLOQUY i . 


it’s Percodan —relieves pain 
in 5 to 15 minutes, 

with a single dose 

lasting 6 hours or longer. 


How about side effects? 


No problem. For example, 
the incidence of constipation 
with Percodan‘’ Is rare. 


Sounds worth trying — 
what’s the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 

literature on Percodan? 

Just ask your Endo detailman 
or write to: 


Endo 


ENDO LABORATORIES 
Richmond Hill 18, New York 














*U. S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 
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SWIFT RELIEF 

OF PELVIC SYMPTOMS- 
FREQUENCY, URGENCY, 
DYSURIA, STRAINING, 
SENSATION OF 
INCOMPLETE EMPTYING; 
REFERRED PAIN 

TO ABDOMEN, PELVIS, 
LUMBOSACRAL 

REGION, AND 

UPPER THIGHS; 
SUPRAPUBIC PAIN 


These symptoms are frequently due to an 
unsuspected urethritis, which yields 
quickly to.FURACIN Urethral Suppositories. 
Insertion of these suppositories provides 
gentle dilation; the anesthetic, diperodon, 
affords prompt and sustained relief of pain. 
The antibacterial, FURACIN, achieves wide- 
spectrum bactericidal action without tissue 
toxicity. Indicated for bacterial urethritis, 
and for topical anesthesia and prophylaxis 
of infection before and after instrumen- 
tation. Each suppository contains FURACIN 
0.2% and 2% diperodon* HCI in a water- 
dispersible base. Hermetically sealed, 

box of 12. 


FURAGIN’ URETHRAL 


Also avaiiable: FURACIN VAGINAL SUPPOSITORIES 


EATON LABORATORIES, NORWICH, NEW YORK ( 


pas | 
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DESITIN 


OINTMENT 


g ii 


Geadeciered 
SESiTIN CHEMICAL C8 
de oe, Ga 

. 


tubes of 1 oz., 
2 oz., 4 oz., and 


1 Ib. jars. 
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new extensive studies’ show at least 










f a: CHEMICAL COMPANY 













advantages 


‘over other accepted 


| local applications”’ 


@ 


OINTMENT 


1. helps achieve “early, clean and healthy healing”. 


z@. serves to protect the wound from mechanical and 
chemical injury, and from bacterial contamination. 


3. helps check infection. 
4. “there is no need to sterilize’ Desitin Ointment. 


§5.. vitamins A and D plus unsaturated fatty acids of cod 
liver oil ointment stimulate healthy granulation. 


G. it is bland, soothing, non-irritating. 


ye healing time shortened, nursing care facilitated. 


samples and new reprint! upon request 


‘ 


812 Branch Ave., Providence 4, R. I. 


a e Grayzel, H. G., and Schapiro, S.: Western J. Surg., Obstet. & Gynec., Oct. 1956. 














LANTEEN’ EXQUISET 


for natural acceptance of your prescribed contraceptive regimen + fulfills your patient’s 
natural wish that her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. 
tube of Lanteen spermicidal jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring 


diaphragm ; Easy-Clean applicator ; universal inserter 





all fitted into a stylish, soft plastic purse. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a 
tragacanth base. Lanteen jelly and ilat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, 
New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical 
Laboratories, Inc., Chioago 38, Ill. *Trademark of George A. Breon & Company 
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clinical y established” 


FLEXIN 


Enteric coated + plain 


In Low back pain 









* s€E Other side 
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flexin 


Zoxazolamine* 


consistently effective 
in low back pain 


“...Of 90 patients with low back pain and other muscular conditions... 
67 (74 per cent) showed a good response... .”' 


“...17 of...20 patients with post-traumatic muscle spasm of the low 
back had excellent or good responses.” 


“In acute and chronic recurrent low back syndrome, seven of eight 
patients showed visible objective improvement.” 
Bibliography 


(1) Johnson, H. J., Jr.: To be published. (2) Wallace, S. L.: To be published. (3) Settel, E.: 
Am. Pract. & Digest Treat. 8:443, 1957. 


How Supplied 


Pink, Enteric Coated tablets (250 mg.), bottles of 36. 
Yellow, scored tablets (250 mg.), bottles of 50. 


*U.S. Patent Pending 





| Mc NE I L} Laboratories, Inc. 


Philadelphia 32, Pa. 


11057 
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a new 


fobba-\ermle el 


in 
surface 


anesthesia 


Not a "caine" derivative. 
Good relief was provided 
in more than 15,600 case 
studies. Sensitization was 
negligible, and neither 


toxicity nor cross—sensi- 


tization was ‘observed. ObGctt 
F Se 





A 














Predictable hypotensive effect — orally 
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MECAMYLAMINE HYDROCHLORIDE 


INVERSINE is chemically different from the 
quaternary ammonium ganglionic blockers, 
and orally is completely absorbed. This en- 
sures a predictable, reproducible and lasting 
hypotensive response—tomorrow’s dose of 
INVERSINE will bring about the same reduc- 
tion of blood pressure as today’s. “This drug 
is completely absorbed when given by mouth 
and has such a gradual onset and offset of 
action that a continuous and effective level 
of blockade can readily be achieved....’’' 
Reference: 1. J. Michigan Soc. 55:154 (Feb.) 1956. 








Dosage: Initial dose, 2.5 mg. twice daily, increased by 2.5 mg. at 2-day 
intervals. Average daily dose 25-30 mg. 

Supplied: 2.5 mg. scored tablets and 10 mg. quarter-sected tablets In bot- 
tles of 100. 


INVERSINE IS A TRADEMARK OF MERCK & CO., INC. 


ep 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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Vi-Penta No. 1... 


vitamins K, E, C 


NOW — 


NEW 
VI-PENTA 
FAMILY 


for up-to-date 


pediatric care 


Vi-Penta No. 3... vitamins 
A, B,, Bs, Bg, C, D, 


d-Panthenol, Niacinamide 





HOFFMANN - LA ROCHE INC + NUTLEY « N. J. 


VI-PENTA* 
Bao FO Ff 


VI-PENTA’ 
DROPS | 


For promatunes and for imfamts 
dining th Git ache 





HOFFMANN-LA ROCHE INC. + NUTLEY - NJ 
W1-PENTA’ 

ABCE 
mr -_ - => 


15cc 


VI-PENTA 
Vi-Penta No. 2 . 


vitamins A, D, C, E A p C F 


DROPS 


Enpecialtly for imfamts during 
the finat year of bite 


ROCHE 


HOFFMANN -LA ROCHE INC + NUTLEY + N. J. 






sScc 

WE WW PACAAGE 

vo change f79 formula 
or flavor 


I5ec NuMBER. FEE 


VI-PENTA™ 


MULTIVITAMIN 
DROPS 


am ¢ 
‘ 


of old age 


ROCHE 


i 
i, 
, i 
For imfamte amd children if 
Ht 
ii} 
a 

















ANNOUNCING 


the 


NEW 


VI-PENTA 
FAMILY 


for progressive 


vitamin therapy 


Now-—for the first time—you can specify the proper vitamin 
formula for each age group. Such progressive vitamin 
therapy is important since recent studies show that vitamin 
requirements vary with the child’s age. For up-to-date 


pediatric therapy, you can now use: 


Vi-Penta® 


Hoffmann-La Roche Inc + Nutley 10 + New Jersey 

















a General Electric product 
step with your progress 


PATRIGTAN i: 


Low-cost way to multiply 











your professional efficiency 














ES, the broad diagnostic versatility that is yours 


with the G-E Patrician opens new possibilities 
for your practice. Now, at a price competitive with 
low-power, limited-range apparatus, you can get 
comprchensive radiographic and fluoroscopic facil- 


itics — 200-ma, 100-kvp, full-wave power. 


Consider these three possibilities : 


® You want to add x-ray service for your patients 
but have been deterred by the capital outlay you 


4 
thought was required for modern apparatus. § X-RAY DEPARTMENT ' 
: . : GENERAL ELECTRIC CO. 4 
® Your patient load has swamped your present x-ray 5 Milwaukee 1, Wis., Rm. D-61 ; 
machine, but not to an extent that justifies a large : (1 Send your 16-page PATRICIAN bulletin. 1 
added investment. 1 (] Facts about deferred payment. : 
, z (CD MAXISERVICE® rental plan. ‘ 
. ' 
+ 
PMN. sciniecoincsts ince vsicsiniioetacideisuiltoecietiubadiiaalbatsiipinsceaabichiinsestielaniaaieadlieaiiie 
Progress 's Our Most Important Product 4 : 
a 
r Address.............. : 
GENERAL ELECTRIC : 
a City Zone State : 
4 a! 





® Your diagnoses are handicapped by a slow, inflex- 
ible, under-powered unit. 

If your situation parallels one of these three, 
it will pay you to get the complete story on the 
Patrician. Use this coupon or ask your G-E x-ray 
representative, who can also give you the facts 
on General Electric's convenient 
financing plans. 
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‘LANOXIN’ 


DIGOXZAIN 


brand 





provides the 
ereater margin of safety 


of a brief latent period 


and optimum rate of elimination 


for dependable 
digitalization and maintenance 


Tablets: 0.25 mg. (white) and 0.5 mg. (green) 
Pediatric Elixir: 0.05 mg. in each ce. 
Ampuls: 0.5 mg. in 2 ce. 


*‘Lanoxin’ was formerly known as Digoxin “B. W. & Co.’ The new name has been 
adopted to make easier for everyone the distinction between digoxin and digitoxin. 


& BURROUGHS WELLCOME &C0O. (U.S. A.) INC., Tuckahoe, New York 
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> SH first...treat the 








of course “sem then... 


ald VITERRA 
‘© asa matter of course 


Metabolic stress hitchhikes along with every primary disorder. By simply adding 
VITERRA early in treatment, you combat stress by providing a comprehensive 
nutritional buildup program. 

VITERRA is not just a vitamin, but a complete nutritional replenishment. Supplies 
both the 10 essential vitamins and 11 important minerals, the “metabolic en- 
ergizers” which are a key to enzyme action. Together, vitamins and minerals 
satisfy tissue hunger and help speed recovery. 

Specify the viterra form which best suits your—and your patient’s needs. (1) 
viteRRA Capsules, for daily supplementation. In bottles of 30 and 100 (2) When 
capsules are a problem, viterra Tastitass, which can be chewed, swallowed, 
or mixed in liquids. Ideal for children. In bottles of 100 and 250. (3) viterra 
THERAPEUTIC, when high potencies are indicated. In bottles of 30 and 106 





PEACE of mind ATARAX® 





CHICAGO 11, ILLINOIS 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


April 1—At breakfast Paul La 
Polla brought me William Faulk- 
ner’s new book about the Snopes 
family and we chatted of affairs 
at Random House. At noon 
Joseph Mandell of Columbia Uni- 
versity to design plans for a 
luncheon honoring Elmer Bobst. 
In between shopping in this para- 
dise for shoppers, buying records 
and books and garments. In the 
evening to dine with the Lasdons 
at Lindy’s and then saw Judy 
Holliday in “The Bells Are Ring- 
ing.” Charles Chaplin’s son Syd- 
ney made a wonderful leading 
man and the play itself wholly 
delightful and Judy Holliday so 
talented and enchanting that it 
was not surprising after three 
months to see the maximum num- 
ber of standees. 


April 2—Early to Warwick & 
Legler for a conference and then 
to the stockholders meeting of P. 
Lorillard where Lewis Gruber 
presided. Some 400 were present 
and much excitement with ques- 
tions and discussion. In the after- 
noon Mel Evans and Ralph Beebe 
discussed our new book venture. 
In the evening come Stanley Hen- 
wood and Elmer Bobst to dine 
and then to see Rosalind Russell 
in “Auntie Mame,” played vivid- 
ly and rapidly with close follow- 
ing of the book. 


April 3—With Bill Lasdon, 
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driving to Morris Plains in New 
Jersey to view the new research 
laboratories of Warner-Chilcott 
which includes Hudnut, Lambert, 
Emerson and Nepera. After a fine 
luncheon came addresses by El- 
mer Bobst, Al Driscoll, Howard 
Rusk, Cornelius Rhoads, Selman 
Waksman and old Pepys. Here 
were predictions of future dis- 
coveries in many fields for an 
audience of some hundreds. Next 
driving back to the Waldorf 
with Bill Lasdon and Rusk and 
reached the Waldorf at 5:45 p.m. 
and still made the Century at 
6:00 P.M. which all had thought 
impossible. 


April 4—In Chicago and 
spent all the day catching up with 
mail. In the evening to a benefit 
for the English Speaking Union 
which was the first performance 
of “Around the World in 80 
Days.” This was one of the great- 
est and most exciting films I have 





ever seen and the performances 
of Niven and Cantinflas were 
superb. Then to the Blackstone 
for a late supper and spoke with 
Mayor Daley and Dan Ryan and 
heard Mike Todd which made a 


fine evening. 


April 5—By morning plane 
to Lexington, Ky., meeting 
Charles Haney and with him to 
Mt. Sterling in the midst of the 
bluegrass country where were 
gorgeous farms. To the church 
came the doctors and their ladies, 
Sewell, Bush, Edmundson, Salis- 
bury and Salter—and all the di- 
rectors. In the evening, after 





viewing the hospital, all to dine 
at the gymnasium of the high 
school where some 500 assem 
bled to hear the need for a new 
hospital. Then driving back t 
the Hotel Phoenix in Lexington 


April 6—In a high wind fly 
ing back to Chicago and spent 
the afternoon with the four 
smallest grandchildren. 


April 7—For Justin’s birth- 
day come all the Markses and 
Justin’s family and it made a 
goodly crew. The stereo and 
transparency viewers and the hi- 
fi worked overtime and the roast 
beef dinner was delightful. 


April 8—Conferences with 
Dr. Riccio of Naples and with 
Williams of the Crippled Chil- 
dren’s Society and reading 
D’Arcy Power on the origin of 
surgery in England. 


April 9—Reading now a ter- 
rific novel of the war in Burma. 
“Never So Few,” by Tom Chama- 
les, both realistic and philo- 
sophic. And once more delving 
in the realm of history for an 
address on the barber surgeons 
who made a fascinating period 
in the evolution of chirurgy. 


April 1O—At noon to meet 
with the board of directors of the 
Chicago Heart Association, meet- 
ing Clough, Irving Harris, Gold- 
blatt and our young cardiologists 
—Wright Adams, Paul, Talso, 
Roberg—and the oldsters, Katz. 
Bay, Priest and Sutton, who are 
not so old either. In the evening 
Sam Hoffman entertains for Bar- 
bara’s birthday at London House. 


April 11—To the Crerar Li- 
brary for reading on the barber 
surgeons and their evolution into 
the Royal College. 


(Continued on page A-156) 
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“AC TIN G IN 


to treat 
the hypertensive patient 


as a whole 


Unitensen-R combines cryptenamine 
and reserpine which “act in concert” 
to control the entire syndrome of 
essential hypertension. 


Cryptenamine dependably lowers blood 
pressure, and improves cerebral and 
renal circulation. It also increases 
cardiac efficiency, and may arrest the 
progress of vascular damage. 


Reserpine raises the threshold of 
emotional response and stifles 
neurogenic aggravation of the disease. 


Given together, cryptenamine and 
reserpine produce a far better 
therapeutic effect than when given 
separately. And successful therapy 

is usually maintained with dosages well 
below those producing side effects. 


tCohen, B. M.; Cross, E. B., and Johnson W.: 
Am. Prac. & Digest Treat. 6: 1030, 1955. 


HYPERTENSION 





CONCERT’ T 








Each grey-coated Unitensen-R tablet contains: 


Cryptenamine............ ree |S 
(tannates) 
RI 05.555 nl vociaeccausuad 0.1 mg. 


Dosage: 1 tablet t.i.d. 
For prescription economy, prescribe in 50’s. 


To serve your patients today — call 
your pharmacist for any additional information 
you may need to help you prescribe Unitensen-R. 


Bibliography. Orgain, E. S.: Postgrad. Med. 17: 
318, 1955. Finnerty, F. A.: Am. J. Med. 17: 629, 1954. 
McCall, M. L., Sass, D. K., Wagstaff, C., and Cutler, J.: 


‘ 
* Obst. & Gynec. 6: 297, 1955. Cohen, B. M.: New York 
& mp E a ‘ State J. Med. 55: 653, 1955. LaBarbera, J. F.: Med. Rec- 
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April 12—All day at my 
scrivening and in the evening 
read Winston Churchill and for- 
got to attend the mayor's recep- 
tion for Mayor Briscoe of Dublin. 


April 13—The postmaster 
quarrels with the Congress and 
the mail came not. In the after- 
noon watched the Cubs defeat 
the White Sox, which they did 
handily, albeit in their own 
league they seem like amateurs. 
In the evening to the Cook Coun- 
ty Hospital for dinner with 
Warden Hertwig and Drs. Reich, 
Hoffman, Friedell, Brown, Hy- 
man, Bernstein and Armstrong, 
and gossiped and did well in 
mathematics too. 


April 14—For brunch with 
Steve Herlitz and Marianne in 
the Corral at the Conrad Hilton 
and then some more baseball on 
TV with the Cubs winning again. 
Read “Say, Darling,” by Rich- 
ard Bissell, which is a glorious 
satire on the staging of a musical 
comedy in New York. He surely 
“knows his stuff’ for he did 
“Pajama Game.” 


April 15—This morning to 
the hospital to watch Huggins do 
an orchiectomy for cancer of the 
prostate and chatted at some 
length with Garrott Allen about 
phlebotomy and with Dwight 
Clark who had a long schedule 
of surgery. In the evening to din- 
ner came Barbara and Morris 
Friedell and we played “Scrab- 
ble” which he began with a 50 
for “strayer” and old Pepys fol- 
lowed with “ethereal.” 


April 16—Ken Arnolt ar- 
rived to talk about new plans for 
binding medical journals and for 
lunch came also Peter Warren of 
Excerpta Medica. In the after- 
noon Walter Kahoe brought new 
medical stamps for Mistress 
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Jest Now 


\ young man came to the psychia- 
trist: “Doctor, I have a terrible prob- 
lem. I am in love with an elephant.” 

So he visited the psychiatrist’s office 
once a week for two years, and there 
was little progress. Finally he said, 
“This is a waste of time. I am just as 
madly in love with that elephant as | 
ever was. I’m not better and I think 
I'll call off the analysis.” 

The next week he returned. “I’m 
cured,” he said; “it’s all over between 
me and her. But now | have another 
problem.” 

“Now what?” said the psychiatrist. 

“Do you happen to know anyone 
who wants to buy an oversize engage- 
ment ring?” 


Pepys’ collection and we devel- 
oped the publication of the lec- 
tures on the history of surgery. 
At night to dine at the Tavern 
with Carey McCord come from 
Detroit and with Peter Warren, 
and we talked of a new proposal 
for abstracting industrial and oc- 
cupational medicine literature. 


April 17—More conferences 
on Excerpta Medica. Read “Ber- 
lin,” which is a fictional account 
of the way the Russians entered 
while the Americans stayed back 
and also “The Long Walk” with a 
Polish account of an escape from 
Siberia and a walk of hundreds 
of miles into Tibet and India. 


April 18—At the desk, and 
in the evening to the Billings 
Hospital to the annual motion 
picture clinic of Woodlawn Hos- 
pital. Dr. Wm. J. Hand presided. 
Accompanied by the amazing col- 
ored pictures taken by Hilger P. 
Jenkins, the program proceeded 
over strangulated femoral hernia, 
Thomas Johnson; malignant mel- 
anoma, Julius Ginsberg; torsion 
of testicle, Theodore M. Burk- 
holder; rhabdomyosarcoma, Max 
Berg: hydatidiform mole, Loran 
Dill; stone in common duct with 








pancreatitis, M. T. Friedell; and 
cardiac rupture, Andrew Brislen. 
Before the meeting old Pepys 
gossiped with Chester Guy about 
medical art, and with James 
Hutton and Frank Maple about 
the way the oldsters are passing. 
An abrupt shock occurred when 
one speaker said: “The bowel did 
not peristalse.” And then the slow 
progress of an octogenarian to- 
ward ultimate dissolution in- 
volved an overuse of the word 
“gradual,” so that old Pepys was 
reminded of a slow courtship of 
which it was remarked: “Gradu- 
ally they got married.’ Also 
heard this evening of a hypo- 
chondriac who had this epitaph 
placed on his tombstone: 


“| TOLD YOU I WAS SICK!” 


CW 


RAAWENSS Se = 


April 19—At noon to lunch- 
eon with Max Thorek, viewing 
his wonderful collection of auto- 
graphed letters and rare docu- 
ments, all beautifully bound and 
accompanied by photographs and 
historical records. In the evening 
to dine with Lewis Pollock, Pin- 
kie, Miss White of the Levinson 
Foundation for the Retarded and 
Virginia Mayer Bensinger at 
Citros—and what a luscious din- 
ner: a bisque of lobster with 
sherry, chicken Kiev and aspara- 
gus almondine, mixed green 
salad, sauterne and strawberries 
Romanoff, all of this preceded by 
cocktails with shrimp and meat- 
balls in sweet-sour sauce. And 
there was much discussion of how 
best to meet the challenge of 


(Continued on page A-158) 
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IN CARDIAC EDEMA 


h Many patients with heart failure often respond well to treatment 
with DIAMOXx alone. DIAMOx is effective not only in the mobilization 
of edema fluid, but in the prevention of fluid accumulation as well. 


Patients do not show fluid and weight fluctuztions, nor do 

patients on DIAMOx become refractory following long-term therapy. 
DIAMOx is well-tolerated orally, and even when given in large 
dosage serious side effects are rare. A single dose is active for 6 to 12 
hours, offering convenient daytime diuresis and nighttime rest. 
Excretion by the kidney is usually complete within 12 hours with 
no cumulative effects. 


NAW 


AMV 


A highly versatile diuretic, pIAMOx has proved singularly useful 
in other conditions as well, including glaucoma, epilepsy, toxemia 
ise and edema of pregnancy, and premenstrual tension. 


Supplied: Scored Tablets of 250 mg. (Also in ampuls of 500 mg. 
nd for parenteral use). 


: Hiamox 


sat- Acetazolamide Lederle 


C Lederle ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
“Reg. U. S. Pat. Off. 
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problems affecting the mentally 
retarded. 


April 20—Writing and watch- 
ing the White Sox play baseball. 
coming from six runs behind to 
defeat the Athletics. In the eve- 
ning to hear Artur Rubenstein 
in a great program for the bene- 
fit of Chicago Medical College, 
playing Chopin, Franck, Debus- 
sy and Granados. Saw there Dean 
Sheinin, Harry Isaacs and Mau- 
rice Goldblatt and took home 
Mrs. Phemister, reminiscing of 
Dean Lewis and Evarts Graham. 


April 21—In the morning of 
a beautiful Easter Sunday at my 
scrivening and in the afternoon 
watching again the White Sox 
with Wilson pitching a_ perfect 
game for seven innings. Then to 
Justin’s house where the family 
assembled to celebrate six April 
birthdays. Read also in between 
times Vaughan Wilkin’s “Lady 
of Paris,” which brings in the 
French revolution, Desirée, Na- 
poleon, Josephine and all the col- 
orful people of that period. 


April 22—Reading the “Three 
Faces of Eve,” by Drs. Corbett 
H. Thigpen and Hervey M. 
Cleckley, the brilliantly told story 
of a triple personality with dra- 
matic interest. Today came also 
the great new “Surgery” of Al- 
len, Harkins, Moyer and Rhoads 
brought to successful completion 
by Walter Kahoe at Lippincott, 
and it demonstrates the evolution 
of surgery from a technic to a 
scientific philosophy. In the eve- 
ning to attend the dinner of the 
Lake Shore Chapter of the Nation- 
al Secretaries Association where 
Z. W. introduced old Pepys, and 
he talked of “Better living for 
secretaries.” So Z. W. said he 
was a 99.6 per cent perfect boss 
and old Pepys was reminded of 


the little girl who prayed, “Oh, 
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A SEASONABLE SAYING 
See no evil, speak no evil, hear no 
evil—and you might as well stay home 
from all parties. 


Lord, make me pure—not 99.44 
per cent pure like Ivory Soap but 
absolutely pure, like Royal Bak- 
ing Powder.” Next to the Em- 
pire Room to see three wonder- 
ful acts—Hungarian dancers, a 
magician and Dick Shawn, with 
an amazing satire of Elvis the 
Pelvis. Here came Lawrence Abel 
from London, Karl Meyer and 
Capos, and we had a fine supper 
and lively discourse. 


April 23—At noon to the 
Tavern for luncheon with Law- 
rence Abel, Capos, Friedell and 
McNealy, with fine talk of medi- 
cal affairs, including the gradual 
decline in Great Britain. In the 
evening to the Cape Cod Room 
for dinner with Francis Lederer, 
Stenn, Ilsa Veith, Zimmerman, 
Sadowe, and then to read for the 
International College of Surgeons 
a paper on the barber surgeons 
which will be part of a book giv- 
ing the lectures of this season in 
the Hall of Fame. Thorek wel- 
comed a goodly audienee and 
Ilsa Veith introduced old Pepys 
with old Pepys’ favorite intro- 
duction as it was given by a Ger- 
man: “I haff been asked to intro- 
duce old Pepys who will talk 
about the barber surgeons. I haff 
now done so; he will now do so!” 


April 24—All the day at the 
scrivening—editorials, letters, 
reviews and fillers. Read also 
“Women Doctors of the World.” 
by Esther Pohl Lovejoy. and 
they are increasing steadily. Also 
a half dozen periodicals; also 
“From a Doctor’s Diary,” by 
Charles Vere Nickoll who was 
doctor for Lloyd George, +d 
this makes the best chapter in the 





book. Lloyd George gave him a 
portrait signed: “With best wish- 
es from a mender to a healer.” 
And this terse description of the 
British National Health Service: 

“The octopus which has now 
cast its tentacles around a kind- 
ly, generous and _ large-hearted 
profession has caused frustration 
and depression among most gen- 
eral practitioners of medicine.” 

And before going to bed “Can- 
dle for a Corpse,” by Stewart 
Sterling—a Lippincott Main Line 
Mystery—about the capture of 
an arsonist by a fire marshall 
who is a first-rate detective. 


April 25—At noon to the 
Goldblatt Memorial Hospital at 
the University of Chicago where 
most of the board assembled to 
hear an exposition on erythro- 
poeitin, derived from kidney and 
capable of increasing erythro- 
cytes when there is functioning 
bone marrow. Coggeshall pre- 
sided, Morris Goldblatt was in- 
spiring. old Pepys sat between 
Barratt O’Hara and Judge I. 
Brown and discussed politics and 
philanthropy. 


April 26—Finished Hartog’s 
“The Spiral Road,” a tale of 
tropical medicine in Indonesia 
and the Dutch physicians who 
lived dangerously, fighting lepro- 
sy. cholera and other diseases. 
somewhat mixed with spiritual 


amy 


and native magic. In the after- 
noon an hour of conference with 
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Dosage: Usually 1 pulvule 


Supplied: As attractive 
turquoise-and-white 
pulvules of 300 mg. 


LILLY AND 









release from anxiety 
without impairment of 
mental acuity or physical skills 


ULTRAN 


Exhaustive psychological testing shows that the usual 
range of dosages does not interfere with normal intel- 
lectual or motor abilities. This has been established by 
objective and standardized quantitative tests. 


Anxiety quickly allayed 

The patient with vague symptoms, nervous and dis- 
tressed under the burden of unsolved problems, finds 
release from anxiety and restoration of emotional com- 
posure. 


Chemically unique 


‘Ultran’ is not a modification of any other therapeutic 
agent. 


COMPANY «© INDIANAPOLIS 6, INDIANA, U.S.A. 
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Philip Miller of the way doctors 
write, which in general is not 


~ o 
so good. 


April 27—A miserable, rainy, 
end-of-April day, so sat reading 
and writing and watching TV. 


April 28—In the afternoon 
played well in “Scrabble” and in 
the evening to a fine dinner at 
Dr. Phil Rosenblum’s where were 
also Dr. Frankenthal, the obste- 
trician, along with Gibbs, Rub- 
loff, Bevis and Brown and did 
mighty well in both bridge and 
gin rummy. 


April 29—By plane to St. 
Louis and then driving to Gran- 
ite City, Ill, to lunch with the 
doctors—wonderful food pre- 
pared by the sisters—and then 
talked of trends in social medi- 
cine. Next to see the hospital and 
then with Charles Haney to a 
conference at the Missouri Ath- 





It’s not the wriggling, giggling child 
That drives a doctor nearly wild 
By breaking some expensive thing or 


Biting an exploring finger. 


It’s not the yowling youngster who 

Can turn the brightest day to blue 

By tearing out your hair in bunches 

And bruising you with kicks and punches. 


It’s not the brattish, loathsome lad, 
Who makes you so gosh-awful mad, 
It’s Junior's mother, sitting near, 
Who mildly says, “Be careful, dear.” 
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‘Easup’s’ FABLES 

Once upon a time there was a prin- 
cipal of a school of nursing who de- 
cided to select only girls who could 
not be considered beautiful, in the 
belief that, as graduates, they would 
not get married and would stay longer 
with the hospital. 

When commencement time arrived, 
the entire class left the hospital for 
work in other hospitals, industry, etc. 
All the graduates figured that their 
hospital was no place to find a man. 

MORAL: If at first you don’t succeed, 
try something else. 

John Hayes in Hospitals 


* * * 


letic Club. In the evening to a 
cocktail party tendered by John 
Marshall at the Granite City Steel 
Co. and to speak for some 600 at 
a dinner where Dr. Berman told 
of the hospital’s needs. After that 
back to the airport, which is as 
fine a one as I have seen any- 
where, and home by plane ar- 
riving at 1:00 a.M., reading en 
route “‘Affable Savages,” by 





Francis Huxley, a son of Julian 
Huxley who has apparently in- 
herited the family talent. 


April 30—At the desk and in 
the afternoon driving to Sand- 
wich, Ill., where the hospital has 
outworn its usefulness. Here a 
cocktail party tendered in their 
gorgeous new home by Dr. Rob- 
ert S. Keller and his lovely lady 
where came all the elite of Men- 
dota, Ottawa, Plano, Leland and 
places round about. Chatting with 
O’Neal of Ottawa, Kross, Pinner 
(roentgenologist out of the navy ), 
Rayson and many more who 
warmed my heart with high 
praise of PosTcRADUATE MEDbI- 
cINE. At a great dinner in the 
high school old Pepys followed 
Latham Castle (attorney general 
of Illinois), Drs. Irvin W. Kross 
of Leland, Fred E. Scheppler of 
Somonauk, and Ray Crawford of 
Plano. Then driving back on a 
beautiful spring night. 


RICHARD ARMOUR 


MOVING SITUATION 


He moved from his downtown office, 


Where the traffic and parking were tough, 


To a semiresidence section, 


With quiet and space enough. 


Then up sprang a service station, 
A cleaner, a supermart, 


A dime store, a drugstore, a movie. 
(A drive-in’s about to start.) 


The traffic is getting intenser, 


The noise often causes a frown, 


And the doctor is thinking of moving 


To the almost deserted downtown. 
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PABLUM IS THE ONLY 1-oz. 
baby cereal package with the convenient 
pour spout. 

All flavors in this Assorted Pak are 
made to Pablum’s high pharmaceutical 
standards, prepared with that smooth 
texture Baby loves. 
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portance of variety in 
Baby’s diet. Here’s 
another Pablum im- 
provement to help 
make the mother’s 
feeding job a little 
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Counter, new SA2 Stand and new 
Analyzer Computer. 
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fine instrumentation for external 
counting with radioisotopes 


The all-new Mediac II, especially designed 
for thyroid uptake measurements and 
other clinical studies, is the most conven- 
ient and versatile counting system ever 
offered by Nuclear-Chicago for external 
measurement of radioactivity. 


The DS5-1P medical scintillation detec- 
tor features a large 2’’ x 2” crystal for 
maximum sensitivity, three versatile colli- 
mator inserts for ‘‘pin-point”’ localizations, 
wide or narrow angle scanning, and easy 
conversion to a well-type scintillation 
detector for blood or urine sample count- 
ing. The 132 Analyzer Computer is a re- 
volutionary development which combines, 





in one single chassis, a precision gamma- 
ray spectrometer, reliable binary scaler, 
well regulated high voltage supply, and 
unique automatic computing circuits. 
Model SA2 stand offers extreme rugged- 
ness and easy positioning. 


For years Nuclear-Chicago has been a 
leader in the development of quality radio- 
activity instrumentation for the medical 
profession providing in the highest degree 
the efficiency, accuracy and reliability so 
essential in this exacting field. Competent 
and prompt service is always available. 
Write for full details or ask to have our 
representative call. 


QD nuclear-chicago 
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Nuclear-Chicago Mediac II counting system 
shown being used in a thyroid uptake meas- 
urement includes new DS5-1P Scintillation 
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Subacute Bacterial Endocarditis: 


Advance in Treatment 


“DEFINITELY SUPERIOR” SERUM LEVELS' 


Studies” of PEN- VEE- Oral in selected cases of subacute bacterial endocarditis suggest 
significant concepts: (1) the feasibility of oral therapy, and hence (2) an important 
advance in treatment. Reporting on the distinctive properties of PEN- VEE-+ Oral, Quinn 
et al. observe that massive doses produced average serum levels “definitely superior to 
those obtained after a comparable oral dose of penicillin G. . .. When 2,000,000 units 
[1200 mg.] of penicillin V [PEN- VEE-Oral] was administered orally every 4 hours, there 
was a significant degree of penicillinemia throughout the 24-hour period.”’ The high- 
dosage regimen, prolonged for 6 weeks, “did not result in toxic gastrointestinal mani- 
festations.”"' In these groundwork studies, 10 out of 11 patients with bacterial endo- 
carditis have been successfully treated with PEN- VEE-Oral alone or in combination 


with streptomycin and probenecid.’ 


1. Quinn, E.L., et al.: J.A.M.A. 160:931 (March 17) 1956. 
2. Cox, F., Jr., et al.: Fourth Annual Symposium on Antibiotics, Washington, D.C., October 17, 1956. 


PEN -VEE> Oral — 


Penicillin V, Crystalline (Phenoxymethy! Penicillin), Tablets 


Oral Penicillin with Injection Performance 








Wijetb 


® 
Philadelphia 1, Pa. 
































KOAGAMIN 


parenteral hemostat 


controls and prevents blood loss 
in capillary or venous bleeding 


°fev blood replacements 
tl sfusion hazards* avoided 
*not one untoward reaction in 


over 18 years of use. 


KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is 
supplied in 10-cc. diaphragm-stoppered 
vials. 


*Crisp, W. E.: Obst. & Gynec. 7:216, 1956. 
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CHATHAM PHARMACEUTICALS, INC. 
NEWARK 2, NEW JERSEY 
Distributed in Canada by 


Austin Laboratories, Limited 
Guelph, Ontario 07856 
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Burroughs Wellcome & Company, Inc. 

Lanoxin A-152 
Chatham Pharmaceuticals, Inc.—Koagamin A-164 
Ciba Pharmaceutical Products, Inc. 

Pyribenzamine Lontab A-7 

Priscoline Fourth Cover 
Davies, Rose and Company, Ltd. 

Quinidine Sulfate A-9] 
Desitin Chemical Company—Desitin Ointment A-145 


Doho Chemical Corp. 
Auralgan; O-Tos-Mo-San;. Rhinalgan; 
Larylgan A-86 
Eastman Kodak Company Facing A-102-103 
Eaton Laboratories 
Furadantin A-63 


Furacin 4-144 
Endo Laboratories, Inc.—Percodan 4-143 
Esta Medical Laboratories, Inc.—Lanteen A-146 
Fleet, C. B., Company, Inc.—Phospho-Soda A-136 
Florida Citrus Commission A-118 


Fougera, E., & Company, Inc.—Diasal .. 4-89 


Geigy Pharmaceuticals—Preludin A-114 
General Electric Company—G. E. Patrician A-15] 
Hoffmann-La Roche, Inc. 
Noludar A-3 
Azo Gantrisin A-48 
Marsilid A-74-75 
Vi-Penta Facing A-150-151 
Interstate Postgraduate Medica! Association .. A-130-131 
Irwin, Neisler & Company—Unitensen-R A-155 
Johnson & Johnson—Band-Aid Butterfly Closures A-142 
Knox, Chas. B., Gelatine Co.—Gelatine A-113 
Lakeside Laboratories, Inc. 
Dactil A-70 
- Imferon A-71 
Lavoris Company, The Mouthwash A-165 
Lederle Laboratories 
Folbesyn A-1] 
Pathibamate Facing A-48-49; A-49-50-51 
Achromycin V A-66-67 
Aureomycin \-96-97 
Achrocidin A-117 
Pronemia A-127 
Varidase A-139 
Diamox A-157 
Leeming, Thos. & Company—Calmitol 4-38 
Lilly, Eli, & Company 
Surfadil , 4-33 
Ultran A-159 
McNeil Laboratories, Inc. 
Butibel A-65 
Flexin A-147-148 
Maltbie Laboratories, Div. Wallace & Tiernan, Inc. 
Desenex A-102 
Massengill, The S. E., Company—Obedrin 4-109 
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Mead Johnson & Co.—Pablum A-161 
Merck Sharp & Dohme, Div. Merck & Co., Inc. 


Cremomycin Second Cover 


Urecholine A-27-77 
Suavitil A-68-69-132-133 
Meprolone A-100-101 
Redisol A-126 
Mephyton A-137 
Inversine A-150 
Altepose Third Cover 
Mulford Colloid Laboratories—Anergex A-2 
Mutual of Omaha—lInsurance A-140 
Nuclear-Chicago—Mediac Il A-162 
Organon, Inc.—Nugestoral A-141 
Ortho Pharmaceutical Corporation 
Delfen Facing A-118-119 
Parke, Davis & Company 
Chloromycetin A-56-57 
ABDOL A-83 
Ziradryl A-87 
Carbrital A-93 
Pet Milk Company—lInstant Dry Milk A-35 


Pfizer Laboratories, Inc., Div. Chas. Pfizer & Co., Ine. 


Sigmamycin A-10 
Ataraxoid Facing A-64-65 
Sterane A-79 


Neo-Magnacort A-126-140 


Pitman-Moore Company 


Veralba-R A-12 

Novahistine A-99 
Quaker Oats Company, The—Oatmeal A-41 
Riker Laboratories, Inc. 

Rauwiloid and Combinations A-16 

Pentoxylon A-81 


Robins, A. H., Co., Inc. 

Donnatal Facing A-40-41 

Pabalate; Pabalate-HC A-128-129 
Roerig, J. B., and Company 

Atarax A-37 

Viterra A-153 
Rorer, William H., Inc.—Maalox A-92 
Rystan Company, Inc.—Panafil A-90 
Sanborn Company—Visette A-29 
Saunders, W. B., Company 4-14-15 
Schering Corporation 

Meti-Derm Facing A-16-17 

Trilafon A -72-73 

Metimyd A-105 
Searle, G. D., Company— Dramamine A-l 
Sherman Laboratories—Persistin A-32 
Smith-Dorsey, Div. of The Wander Company 

Rauvera A-9 

Rautensin A-61 

Pabirin; Pabirin AC A-124-125 


Squibb, E. R., & Sons, Div. Mathieson Chem. Corp. 


Raudixin A-25 
Florinef-S A-45 
Engran A-98 
Sumycin A-120-121 
Delalutin; Delestrogen; Delatestry]; 

Deladumone A-138 
Strasenburgh, R. J., Company—Biphetamine A-17 
Wallace Laboratories, Div. Carter Products, Inc. 

Miltown A-19-134 

Milpath A-21 
Warner-Chilcott Laboratories 

Tedral A-55 

Pyridium A-103 

Peritrate A-166 
Warren-Teed Products Company, The—Modane . A-123 
White Laboratories, Inc.—Gitaligin A-39 
Winthrop Laboratories—Alevaire A-4 
Wyeth, Ine. 

Sparine A-22-23 

Equanil A-43 

\nsolysen; Purodigin; Thiomerin; W yamine A- oe 95 


Pen-Vee-Oral A-163 





















You can use and ‘ 
recommend Lavoris | 
with confidence! 5 

A MOUTHWASH, 
i to be really effective and : 
4 worthy of your recom- 4 
> mendation, must be p 


detergent, deodorant and 
astringent. 

Only by combining these 
three properties can it 
accomplish thorough 
cleansing and stimulation 
with resulting improve- 
ment of tissue tone and 
resistance. 









THE UNIQUE 
chemo-mechanical cleansing action of Lavoris 





© _ makes it a valuable adjunct to oral hygiene. 

‘ It changes sticky, mucoid deposits into a 
E non-adherent form. 

These deposits, with their accumulation of 


BREN 


epithelial debris and putrifying food particles, 
are then easily a dati 

mania Sac amemrenemeey meeorceee % 
THE ASTRINGENT 
action of Lavoris 
leaves mouth and 
throat tissues stimu- 
lated and refreshed. 
And because Lavoris 
is pleasant tasting, 
patients will gladly 
co- a 


ER SE 


ACTIVE INGREDIENTS: Zinc chloride, lenseiiidiaete, 
menthol, oils of cinnamon and cloves, saccharin and 
alcohol 5%. 
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AVAILABILITY: 
Samples on request 
A professional gallon 
of Lavoris is available 
to practicing physi- 
cians only. Order 
direct on your pro- 
fessional stationery, 
including remittance 
at $2.50 per gallon 
(delivery prepaid) 

If you have not 
received one, a handy 
dispenser pump for 
the gallon will be 
sent with your order. 
Trade sizes: 4 02., 

9 0z., 20 oz. bottles 
at all drug stores. 





















































THE LAVORIS COMPANY 
DEPT. PM-67 MINNEAPOLIS 1, MINNESOTA 
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AGN PRE IIIT 


EM 


24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple” 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 

Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 

Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


(brand of per ythrito 


tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE 
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A little weight loss adds a lot to life 





Hunger is a powerful distracting force, hard to 
ignore. When your fat patient’s will power needs 
a prop, ALTEPOSE can help. The ‘Propadrine’ in 
ALTEPOSE curbs the appetite with less central 
nervous stimulation than amphetamine. Thyroid 
releases tissue-bound water, thus brings about 
encouraging weight loss early in the diet reg- 
imen. ‘Delvinal’ relieves tension and irritability. 


cD 
MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc.. PHILADELPHIA 1, PA 











For 
more blood flow... 


ont. Prigcoline® 


; hydrochloride 
(f6lazoline hydrochloride CIBA) 


me 
a potent 


peripheral vasodilator 


Orally and parenterally 
effective, intra-arterially 

as well as intramuscularly 

and intravenously. 

Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
CIBA Pharmaceutical Products, Inc., 
Summit, New Jersey. 


Tablets, 25 mg. (Scored) 
Elixir, 25 mg. per 4-ml. teaspoonful 
Multiple-dose Vials, 10 ml., 25 mg. per ml. 

















